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Some Psychiatric Implications 


ONE OF EVERY THREE prescriptions filled in the 
United States, according to a recent estimate, is 
for an ataractic drug. The prescribing physician is 
well supplied—not to say deluged—with information 
on the chemical nature of these drugs and on the 
emotional changes produced by the chemical action 
of them. The potency of such agents, however, is 
not limited to the chemical effect; other, more ob- 
scure effects are found in the patient’s emotional 
reaction to the very fact of receiving orally a tran- 
quilizing drug. In certain circumstances these latter 
effects are even more powerful than the chemical 
action, and these too the physician must understand 
more than superficially if therapy is to do more good 
than harm. 

That the administration of medicine in itself 
affects the patient has been widely accepted by the 
medical profession for many centuries. The empiric 
use of placebos attests this knowledge, and recent 
studies have attempted to evaluate the placebo effect 
more scientifically.215 Another element is the per- 
sonal administration of the drug by the physician,® 
a time-honored tradition whose importance was fre- 
quently stressed by Osler. The complex and intense 
physician-patient relationship is recognized as sig- 
nificantly coloring the patient’s response. 





From the Department of Ethnology, Veterans Administration 
Hospital, Palo Alto, and the ent of Anthropology, Stanford 
ae This study was m during the process of research 
financed by the Josiah Macy, Jr., Foundation. 
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e Physicians should understand the psychic as 
well as the chemical effects of ataractic drugs, 
‘especially since they are prescribed chiefly for 
illnesses of emotional origin. The patient may 
feel that he is “being put off with a pill;” on the 
other hand, both patient and physician may be 
encouraged (and thus able to work better to- 
gether) because the prescription of a drug 
represents “doing something” about the disorder. 

This ability to “do something” may tempt the 
physician to resort too readily to relieve normal 
and even healthful tensions of living. 

If the drug has pronounced physical effects 
(especially side effects), the patient may resent 
the prescription as an aggression; this danger 
is great if his emotional problem stems from 
oral and nutritional conflicts of childhood. 





Little can be said in a general way about placebo 
response or the physician-patient relationship that 
would be surprising to the practicing physician, who 
deals with these two factors many times every day. 
However, the opportunity afforded to the psychi- 
atrist, who works with patients on a deeper level of 
psychic function, has contributed other information 
of value about emotional reaction to the use of oral 
ataractic agents. 


SIGNIFICANCE OF THE PHYSICIAN'S PRESCRIPTION 





Modern psychiatry accepts as a basic tenet the 
loneliness and social alienation of the emotionally 
ill person. Sullivan’? wrote, “—a person with cus- 
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tomarily low self-esteem has some form or degree 
of social isolation—that is, some degree of limita- 
tions or stipulations on his contact with others.” 
Contact with a respected physician may be a valued 
exception in a life which has seemed to become, 
under the cloud of emotional difficulty, an otherwise 
empty one. The acts of this physician—particularly 
those which may symbolize his professional attention 
and power—will come to have unexpected meanings 
to an isolated, deprived patient. Baker and Thorpe,” 
for example, suggested that the administration of a 
sweet-tasting placebo comes to represent the interest 
of a benevolent medical profession. Allen and Mac- 
kinnon! expanded on this theme: “It is a well-known 
fact that mentally ill patients will often respond 
favorably to increased attention and interest in them 
by those who are treating them.” They recalled a 
legend about the famous French neurologist Char- 
cot, who apparently produced clinical improvement 
in an emotionally ill patient merely by wiping the 
patient’s nose with his own handkerchief. One of 
the active factors, they thought, is “the dependent 
gratification coming from the special attention given 
to the patient.” 


The author was made intensely aware of this 
influence during the process of an experimental 
study.® Patient enthusiasm for participation in the 
purely experimental work was explained in terms of 
drive for contact, through the experiment, with the 
medical profession. 


The positive aspect of this interpersonal influence 
has been emphasized in the preceding paragraphs. 
There is also a negative side to the picture, illus- 
trated by the following case report: 


An 18-year-old college girl was complaining to 
her psychiatrist of her difficulty in studying for 
examinations. The patient’s problems with regard 
to her study habits had been the subject of thera- 
peutic investigation for several months already with- 
out much clinical improvement in this symptom. The 
psychiatrist, knowing that anxiety was one of the im- 
portant elements involved in the symptom formation, 
decided upon the prescription of an ataractic agent 
for temporary relief of this anxiety during the criti- 
cal examination period. Within moments of his pro- 
posing this prescription to his patient, he became 
acutely aware, through the patient’s reaction, that 
he had made some sort of tactical error. After urg- 
ing the patient to verbalize her reaction, the psychi- 
atrist learned that he had communicated, by impli- 
cation, a message quite different than that which he 
had intended. First, the patient had felt rejected. 
She had been “given a pill rather than understand- 
ing.” She had been reminded of her mother’s habit 
of popping an aspirin into her mouth when she 
complained, as a child, of feeling “badly,” thereby 
effectively shutting off the patient’s complaints for 
the time being and releasing the mother from any 
further responsibility for doing something about 
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those factors which were causing her daughter’s 
unhappiness. The psychiatrist also learned that the 
patient had interpreted his decision to prescribe the 
ataractic agent as evidence of his lack of faith in 
her personal interest in getting her problems worked 
out and as evidence of a deficiency of confidence in 
her ability to work them out. She also felt that the 
prescription implied a lack of respect for the im- 
portant relationship between the psychiatrist and 
herself. 


DYNAMIC IMPLICATIONS OF THE ATARACTIC AGENT 


Another important aspect of the use of tranquil- 
izers is that they are in the “miracle drug” category; 
their beneficial effect is novel, often rapid and 
definite. Moreover, they act in a group of disturb- 
ances which the physician has found most frus- 
trating and discouraging—the psychosomatic dis- 
eases. By giving him a new hand-hold on emotional 
illness, tranquilizers have cheered the physician as 
well; he now feels that he can make a more personal 
investment in the welfare of his emotionally ill 
patient, take a more personal role in the struggle 
for relief. 


A previous example of this effect of a drug was 
pointed out by Whitehorn and Betz‘ in the case of 
insulin therapy for psychosis, where the physician’s 
feeling of being able to “do something” was crucial, 
these investigators believed, in the recovery of a 
statistically important number of patients. They ob- 
served, too, that the use of insulin affected the be- 
havior of otherwise less therapeutically successful 
physicians, rendering them more like physicians 
who were otherwise more successful. The less suc- 
cessful physician seemed better able, when he used 
insulin, to enter into active personal transaction 
with his schizophrenic patient. The same increased 
confidence and enthusiasm may be expected in the 
practicing physician who approaches the emotional 
ills of his office or clinic patients with the added 
weapon of tranquilizers. 

Patients and public also are aware of the exist- 
ence of these drugs, and their attitude toward psy- 
chosomatic disease may be similarly altered, as in 
the case of a 30-year-old professional man who had 
severe psychoneurotic illness, manifested by phobias, 
anxiety, hypochondriasis and intermittent depression 
for 15 years before seeking medical relief of his 
symptoms. “I felt that the whole thing was hopeless, 
no one could help me,” he explained. However, with 
the appearance of the many favorable reports on 
the tranquilizers, the patient began to feel more 
hopeful and made an active effort to obtain help 
for his problems. “It really didn’t change anything 
for me but I thought that if a doctor tried to help 
me and things didn’t go so well for a while, he could 
always give me some relief with one of those new 
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medicines. . . . I was a lot more optimistic about my 
chances of getting something done for my sickness.” 


DANGERS OF ATARACTIC THERAPY 


Despite this optimism, merely doing something 
to relieve symptoms may be dangerous if it satisfies 
the physician that he has done enough. As Grinker 
commented, in an interview,® “The physician’s obli- 
gation in treating the sick without harming them 
involves not only the use of symptomatic remedies 
but an earnest search for primary causes and for 
rational measures to prevent or eradicate them. . . . 
We are doing a disservice to mankind when we 
as physicians lend ourselves to the prescribing of 
tranquilizers for the suppression of anxiety from 
the problems of child rearing, from the frustrations 
of the housewife’s daily life, from the excitement 
over the canasta table. Frustration anxiety is neces- 
sary for learning, growth, and creativity.” 


In the same interview, Braceland® warned about 
the use of tranquilizers in the medical management 
of adolescent tensions. “I think a family doctor is 
smart to refuse to give tranquilizers in such cases. 
... The job is . . . not to quiet the symptoms and let 
the process go on underneath a tranquilizing drug.” 
Meduna® agreed: “Adolescence is the age when you 
have to learn to be civilized—in other words, to 
be frustrated. . . . None of these things can be 
learned without suffering.” Along the same line, 
Bourne’ pointed out, “When the doctor offers and 
the patient accepts a drug for an emotional ailment, 
there may be a tacit agreement to avoid some dis- 
agreeable problem”—.e., the physician’s inability to 
understand the neurosis, the patient’s unwillingness 
to have it explored. 


Sarwer-Foner!® has reported untoward psycho- 
logic results of the use of reserpine and chlorproma- 
zine in the treatment of patients hospitalized because 
of neuroses. Several of these untoward reactions 
assumed psychotic proportions: (a)’ One group of 
patients consisted of men with unacceptable feminine 
identifications and passivity strivings and doubts 
about their unacceptable impulses, who “resorted to 
social, sexual, physical and/or intellectual activity 
as ‘proof’ of their manhood.” The medication had 
the adverse effect for these men of “rendering a 
high level of muscular activity impossible. . .. Chem- 
ical interference with long-stabilized modes of 
expressions was produced. . . . Fear, anxiety, 
projective as well as autistic thinking, with dissoci- 
ation of thought process, body image changes, and 
increased depression were produced.” (b) A second 
group of patients were adversely affected by the 
interpretations they placed on the purely physical 
side-effects of the medication. Some regarded these 
effects as a “changing, or impairing, of their 
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bodies;” others, as the fear of “loss of control over 
their impulses and their bodies.” Symptoms “of 
depersonalization, marked anxiety, a feeling of 
strangeness as to their own bodies, paranoid dis- 
tortions, or increased depression resulted.” (c) 
“Depressed patients became more depressed and 
anxious.” The effects of the drugs “reduced their 
already limited ability for interpersonal relations 
and, above all, for expressing aggression. This in- 
creased feelings of helplessness, worthlessness, and 
self-hatred.” (d) “A significant number of patients 

. interpreted the effects of the drugs as an as- 
sault, . . . The marked and subjectively felt physi- 
ological effects of these powerful agents . . . resulted 
in immediate suspicion, and in the patient distorting 
the physician’s motives for reducing him to this 
state.” 


Another danger in the ataractic drug lies in the 
use to which it may be put after it passes out of the 
physician’s control. The physician may place the re- 
sponsibility for administration of the drug in the 
hands of the patient himself, or he may designate the 
spouse as the dispenser of the drug. The doctor may 
thus find himself between the Scylla of the danger 
of patient-administered overdose and the Charybdis 
of introducing undesirable complications into an 
already difficult marital relationship. The latter 
problem arose in the case of a 30-year-old housewife. 
Because of the prominence of the patient’s depres- 
sion and a history of previous suicide attempts, the 
physician decided to place the responsibility for the 
dispensing of the medicine in the hands of the 
husband. The husband reacted to this responsibility 
by exaggerating it to a caricature. He locked the 
medicine in a strongbox and then locked the strong- 
box in the trunk of his car. It developed, in subse- 
quent psychiatric treatment, that the pattern of in- 
terrelationship exemplified in this management of 
the medicine—the patient’s passivity and the hus- 
band’s combined hostility and withholding tenden- 
cies—was one of the basic disorders in this sick 
marriage. The physician, by making the husband 
responsible for the medication had unwittingly con- 
tributed to the perpetuation of the very illness his 
prescription was designed to ameliorate. 


PSYCHOLOGICAL EFFECTS OF ORAL ADMINISTRATION 


One of the few unfortunate consequences of the 
success of classic Freudian psychology has been the 
emphasis placed on the sexual aspects of human life. 
An even more fundamental aspect than sex has to 
do with the intake of nutrients. Evidence of this 
primacy comes from many sources—e.g., physi- 
ology, psychology, anthropology. Weakland wrote,'* 
“Orality, in its broader sense, lately has been re- 
ceiving increasing psychological attention, and its 
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importance and pervasiveness in human thought and 
action are becoming more and more apparent.” 
Weakland was able to demonstrate an undercurrent 
of concepts related to nutrient intake (“orality”) 
throughout the “sexual” material he investigated. 
“. . . anthropological data . . . show . . . hetero- 
sexual activity being conceived of, quite clearly and 
consistently, in oral terms.” 

From this standpoint, the physician as a dispenser 
of comforting and healing medicines takes on the 
aspect of a good mother, feeding and supporting the 
patient-child; the oral medication easily becomes 
the symbol for the nutrient substance. Levine® com- 
mented, “Some physicians . . . know in a rather 
vague way that the giving of medicine to a patient 
has also a psychologic effect. . . . The psychologic 
effect is based in part on the fact that in many 
instances medicine is regarded as a gift from a 
friendly parent figure, as a sign of affection. In the 
deepest psychologic layer, the effect is in part based 
on the fact that medicine has linked with it some 
of the emotional qualities connected with mother’s 
milk, that it produces some of the feelings of warmth 
and protection and security that are associated with 
being fed by a mother.” 

To the extent that this patient’s identification of 
physician with parent and of medication with nu- 
trient provides security and strength to the patient, 
it is valuable to treatment. It is axiomatic, how- 
ever, that the patient who seeks assistance with 
emotional problems has suffered the misfortune of 
disturbed relations with his parents at some time 
during childhood. With the emotionally disturbed 
patient, the doctor finds himself becoming involved, 
in a very important way, in the old battles the patient 
has never stopped fighting inside himself with his 
parents of long ago. The prescription of oral medi- 
cine then becomes, in part, an invitation to the pa- 
tient to work out some of these internalized child- 
parent conflicts with the physician as a participant 
and specifically in the parent role. Many physicians 
knowingly offer this invitation, confident of their 
abilities to aid the patient in this specific manner. 
Other physicians would choose to avoid this in- 
volvement. In either case, they need to understand 
what they are getting into. 

Psychoanalytic studies have made other contri- 
butions that are informative in this consideration of 
oral medication. The analytic concepts of “bad 
mother,” “oral invasion,” “oral-digestive aggres- 
sion,” “penetration,” and “loss of self” are all per- 
tinent to this consideration. When physical or psy- 
chic symptoms are related to these concepts the 
physician’s attempts to help the situation will, in 
part, intensify the very oral-dependency conflicts 
that originated the disorder. Referring to peptic 
ulcer patients in this regard, Garma’ wrote of self- 
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punishing parts of the patient’s personality. In this 
self-afflictive nature is found the danger of the 
patient’s misinterpretation of the doctor’s treat- 
ment. This part of the personality constitutes an an- 
tagonist against which both the patient and the 
doctor need warn themselves. 

Reporting clinical material relating to the same 
general psychologic areas, Sterba’! quoted from 
an address presented by Anna Freud, “In certain 
persons there exists the misconception and fear 
that to love anyone means to surrender to the ob- 
ject to an extent which would make them lose their 
own identity. . . . They would thus be ‘invaded’ by 
the love object” (parent or parent-substitute). 
Sterba added, “the character traits which we have 
described (negativism, resistiveness, stubbornness, 
withdrawal, isolation, aggression) seem to serve as 
a defense against masochistic surrender on an oral- 
passive level with the consecutive danger of invasion 
and loss of self.” To the extent that these psycho- 
logic trends are operative in each patient a ten- 
dency will be found on the patient’s part toward 
resistive, uncooperative, or regressive behavior when 
oral medication is prescribed. 

One final consideration in this matter of oral 
medication has an indirect relationship to a maneu- 
ver learned by most physicians early in internship. 
The young intern soon discovers the trick of popping 
a thermometer into the mouth of a garrulous patient 
so that he can more accurately determine the blood 
pressure level or auscultate the chest. The physi- 
cian’s prescription of oral medication may have a 
symbolic value similar to that real value of the 
thermometer. A specifically oral prescription may 
carry with it the unspoken injunction to a patient 
to keep quiet about his problems. This possibility 
raises issues even more complex than appear on the 
surface. Bateson, et al.,* introduced the concept of 
the “double bind” in an article examining the causes 
of severe emotional disease reactions. “Double bind” 
characterizes situations in which (1) “the indi- 
vidual is involved in an intense relationship,” (2) 
“two orders of messages (communications) are 
being expressed to the individual and one of these 
denies the other, (3) “the individual is unable to 
comment on the messages being expressed to cor- 
rect his discrimination of what order of message 
to respond to.” An individual is faced, in an im- 
portant relationship—perhaps as a patient—with a 
pair of contradictory communications and is for- 
bidden in various ways to comment on the contra- 
diction presented to him. 

The “double bind” is discussed as an important 
etiologic factor in schizophrenic reactions. It is also 
presented as having a more general importance. 
“When a person is caught in a double bind situa- 
tion, he will respond defensively in a manner simi- 
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lar to the schizophrenic.” In double bind situations 
“the human being (becomes) like any self-correcting 
system which has lost its governor; it spirals into 
never-ending, but always systematic, distortions.” 

In the physician-patient relationship developed 
when an oral medication is prescribed, there may 
be the elements of such a “double bind” situation. 
The patient is admonished that he needs to speak 
of his problems, tell the doctor what is bothering 
him, etc. On the other hand, if he has the misfor- 
tune to react to the oral prescription as did the 
young woman patient previously mentioned who 
had been “shut up with an aspirin,” he finds himself 
dealing with a conflict in being verbally encouraged 
to speak but interpreting an unspoken communica- 
tion to keep his mouth shut. This latter message 
will also prevent him from protesting about the 
intolerable contradiction into which he has been 
put. The development of psychosomatic symptoms 
may be the patient’s response to this predicament. 
Of course, not every patient given an oral ataractic 
agent will find himself in this “bind.” There will, 
however, be enough such situations in the offing to 
warrant the physician’s awareness of the possibili- 
ties. 

1010 Doyle Street, Menlo Park. 
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Headache of Extracranial Origin 


EMIL SELETZ, M.D., Los Angeles 


e The cervical spine, usually regarded as a sup- 
porting structure for the head, is also an im- 
portant viaduct of vessels and nerves which must 
function with little clearance in a congested and 
moving space bounded by bone. Pressure in this 
viaduct is an important cause of headache. 

The cervical foramina although apparently 
roomy, are constricted by cartilage, by the verte- 
bral artery and its adnexae, and by the lateral 
intervertebral joints. Osteophytosis, swelling or 
adhesion in this constricted space almost inevi- 
tably causes painful vascular or neural disorder. 

In certain postures of the neck the vertebral 
artery is constricted or even occluded. Traction 


By ONE OF THOSE unconscious divisions which as- 
sign the medical specialties according to certain 
anatomic landmarks, the cervical spine has become 
the province of the orthopedic surgeon. As a conse- 
quence, anatomic studies of the cervical spine, with 
its delicate and complex nerves and blood vessels, 
usually emphasize the skeletal structures. Some very 
important organs are not given enough attention, 
and others are completely ignored, because of their 
seeming structural unimportance; but these are the 
very elements that, as the result of some disorder or 
injury, give rise to most headaches of extracranial 
origin. To the neurologist and the neurosurgeon, the 
spinal skeleton is important only as the support and 
viaduct of nerves and vessels which may suffer from 
encroachment due to any slight dislocation. This 
view may provide answers to some of our baffling 
problems of headache. 


CERVICAL FORAMINAL ENCROACHMENT 


Encroachment within the cervical foramina, irri- 
tating the nerve roots, may be due to occupational 
or disease deformity or to bony overgrowth, but 
most often it is due to trauma. Jackson* expressed 
belief that 90 per cent of patients with symptoms of 
cervical nerve-root irritation have had a sprain of 
the cervical spine at some time. Often the injury is 
minor and eventually forgotten. 


The transverse foramina of the cervical spine 
appear roentgenographically to be relatively large, 
because the soft structures that partition the opening 
—the vertebral artery and its adnexae (Figure 1)— 

Presented before the Section on Psychiatry and Neurology at the 


87th Annual Session of the California Medical Association, Los 
Angeles, April 27 to 30, 1958. 
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or sprain may likewise cause headache through 
disturbance of the vertebral arterial nerves, the 
posterior cervical autonomic system or the spinal 
accessory nerves which originate in delicate fila- 
ments from all points of the cervical spinal cord. 


A syndrome described by Skillern—migraine- 
like suboccipital and retro-orbital headache—is 
due to disturbance of the second cervical nerve, 
which communicates with the first division of the 
trigeminal nerve. 


Headache due apparently to a minor scalp con- 
tusion may really be due to irritation of a trigger 
area at the site of an old scalp injury. 


Figure 1.—Cervical vertebrae showing: F—Interverte- 
bral foramen; V—Vertebral artery with transverse fora- 
mina. 


do not appear in this medium. Altogether three- 
fourths of the lateral diameter of the foramen is 
occupied by structures other than the nerve root, 
and additional space may be occupied by the rarely 
mentioned lateral intervertebral joint. 
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(From H. von Luechka ) 


Figure 2.—Lateral co-vertebral articulations of H. von 
Luschka (b). Reproduced by permission from Eugene 
Neuwirth: Neurologic complications of osteoarthritis of 
the cervical spine, New York State J. Med., 54:2584. 


Lateral Intervertebral Joints® 


In the lumbar region the intervertebral disc covers 
the entire vertebra; but in the cervical area the disc 
does not extend to the lateral margins of the verte- 
brae adjoining it; on either side of jit lies a small 
synovial joint. These synovial joints were first 
described by Von Luschka!” in 1858 (Figure 2). 
They have been variously named covertebral ar- 
ticulations, uncovertebral joints, and neurocentral 
joints. Jackson* appropriately named them lateral 
intervertebral joints. 


Where the nerve root emerges from the vertebra 
it is in intimate contact with the lateral interverte- 
bral joint, and is subject to potential irritation with 
every turn of the head. On degenerative thinning of 
the disc (especially after trauma) the processes of 
the lateral joints are gradually forced out laterally, 
causing spurs or osteophytes (Figure 3). These 
spurs project either laterally, encroaching upon the 
intervertebral foramen, or anteriorly toward the 
vertebral artery in the transverse foramen (Figure 
4). Capped with cartilage, these osteophytes are 
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Figure 3.—Degenerative thinning in the lower three 
cervical discs. Osteophytes have developed laterally, as a 
result of the intervertebral impingement. (Reproduced by 
permission from L. A. Hadley: The Spine, Charles C. 
Thomas, Springfield, Illinois, 1956.) 


root 


Transverse foramen 
containing vertebral 


artery and vein articulation 


Figure 4.—Cervical vertebra showing the lateral in- 
tervertebral joint and the lateral osteophytes encroaching 
upon the cervical nerve root and the vertebral artery. 


considerably bulkier than the roentgenogram dis- 
closes (Figure 5). Another source of irritation may 
result from neck sprain in which hemorrhage into 
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the capsular ligaments of the lateral joints, no matter 
how minute, causes adhesions, as it often does, be- 
tween the ligaments and the dural sleeve of the nerve 
roots. A normal appearance, therefore, on roentgen 
studies—even opaque myelograms—of the cervical 
spine does not rule out nerve irritation as a cause 
of pain. The author has observed, at operation, 
severe nerve root swelling and dural adhesion at this 
point, despite failure to demonstrate the abnormality 
by roentgenography and electromyography. 


The Vertebral Artery 


Lewis and Coburn® demonstrated by angiography 
of the vertebral artery that in certain postures of 
the neck the artery is constricted or even occluded, 
and they correlated these pressures with pain in the 
upper neck and with suboccipital headache. The 
usual site of occlusion is the interspace between the 
first and second cervical vertebrae, the point of 
greatest movement. Tissington-Tattlow and Bam- 
mer’ showed, by arterial injection in cadavers, 
complete obstruction of the vertebral artery on 
turning of the head. 


Pratt-Thomas and Berger® reported three cases 
of death following chiropractic manipulations of 
the neck. Ford and Clark? reported two other cases 
of death several days after cervical manipulations. 
In these cases the symptoms consisted of -evere head- 
ache, vertigo, diplopia and ataxia. At autopsy, 
thrombi were found in the vertebral and basilar and 
cerebellar vessels. The authors believed that the 
lesion was initiated in the vertebral artery at the 
first cervical interspace. (The vertebral artery sup- 
plies important areas of the lower pons and medulla, 
where many cranial nerves originate. ) 


NERVE DISTURBANCES 


The Vertebral Arterial Nerves and the Posterior 
Cervical Autonomic System 


Barre’ in 1925 described a migraine-like syn- 
drome which he believed to be due to disturbance of 
the sympathetic network about the vertebral artery. 
Because of additional work by Lieou in 1928, the 
syndrome is now known as the Barre-Lieou syn- 
drome. The major symptoms consist of severe head- 
ache, cervical pain and so-called tension headaches 
and at times atypical facial neuralgia. 


Neuwirth’ recently discussed symptoms that fol- 
low disturbance of the vertebral nerve following 
sprain of the cervical spine. These consist of severe 
headache, diplopia and ataxia and at times disturb- 
ance in swallowing. The vertebral nerve originates 
from the stellate ganglion and ascends in the trans- 
verse foramen, along with the vertebral artery. It 
supplies the vertebral and basilar arteries—the 
major blood supply to the pons and medulla, includ- 
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Figure 5.—Section of cervical spine from elderly pa- 
tient. The fifth foramen (X) has remained essentially 
normal and is seen in microscopic section at top right 
(X). (S) sensory, (M) motor root. The seventh cervical 
foramen, (Y) bottom right, shows encroachment of mar- 
ginal osteophytes (0). The nerves in this foramen (S and 
M) are flattened and show thickening of the perineurium. 
(Reproduced by permission from L. A. Hadley, The 


Spine, Charles C. Thomas, Springfield, Illinois, 1956.) 


ing the area that contains the nuclei of origin of the 
fifth, sixth, seventh, eighth, ninth, tenth and eleventh 
cranial nerves. 


The Upper Cervical Nerves 


The spinal accessory nerve, with the exception of 
a small group of fibers, takes origin by many fila- 
ments from practically the entire length of the cer- 
vical spinal cord.® Any acute torsion, flexion, ex- 
tension or rotation of the neck exerts traction on 
these delicate filaments, resulting in spasm of the 
trapezius and sternomastoid muscles. In addition, 
spasm of the trapezius muscle exerts traction on the 
great occipital nerve at the point where the nerve 
pierces the tendinous attachment of the trapezius 
muscle, thereby greatly aggravating the occipital 
pain and headache. 

The second cervical nerve root terminates as the 
great occipital nerve at the point where it pierces 
the tendinous attachment of the trapezius muscle at 
the base of the skull. Beyond this point it supplies 
the major portion of the scalp, the upper part of 
the neck and even portions of the face. 

Mayfield® showed that the second cervical root is 
more vulnerable to trauma than other cervical roots 
because it is not protected posteriorly by pedicles 
and facets which elsewhere in the vertebral column 
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form the posterior half of the root canal. The great- 
est rotation of the head on the neck is at the atlas- 
axis junction, which is the point of exit of the second 
cervical nerve root. Therefore, traction injury to 
this root is a most frequent happening in any of the 
major sprains of the cervical spine. 


Occipital-Trigeminal Relations 


A communication between the great occipital 
nerve (second cervical) and the first division of the 
trigeminal nerve by way of the spinal fifth tract in 
the medulla was described by Skillern.‘° Pains 
caused by disturbance of the second cervical root 
begin in the suboccipital area, radiating upward 
toward the vertex and forward behind the homo- 
lateral eye. The patient often feels as if the eyeball 
is being torn from the socket. The headaches are 
migraine-like and often associated with nausea, 
vomiting and blurred vision. The author considers 
the work of Skillern a true contribution te the under- 
standing of attacks of hemicrania following sprain 
of the cervical spine, and therefore suggests that the 
syndrome be named the Skillern syndrome. 


CONTUSION OF THE SCALP 


Another important and usually overlooked extra- 
cranial cause of headache is posttraumatic neuralgia 
of the scalp. Lesser scalp contusions, involving ele- 
ments of the occipital or the trigeminal innervation, 
may seem to be the cause of recurrent severe and 
persistent headaches; but careful search often dis- 
closes a trigger area at the site of an old scalp con- 
tusion. In some cases, excision:or blocking of such 
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areas has completely abolished attacks of hemi- 
crania. 
405 North Bedford Drive, Beverly Hills. 
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Whiplash Injuries 


Diagnosis and Treatment 


©. LEONARD HUDDLESTON, M.D., Ph.D., Santa Monica 


WHIPLASH INJURIES, according to Jackson,’ usually 
result from traumatic sprains of the ligamentous and 
capsular structures of the cervical spine in an auto- 
mobile collision. When an automobile is struck from 
the front, the rider’s head, neck and trunk are flung 
forward and either bounce back after colliding with 
some object or recoil by action of the muscles. When 
the car is struck from the rear or the side, the in- 
ertia of the head and neck holds them stationary 
while the body is carried in the direction of impact; 
then, like a whiplash, the head and neck snap after 
the body and recoil, with stretching and distortion 
throughout the soft tissues of the neck. 

This whipping stress, although its effect is most 
conspicuous in the neck, often involves ligaments, 
tendons, joint capsules and muscles of the torso in- 
cluding the pelvis. For lasting good results, all such 
disabilities should be treated. 

The basic injuries resulting from whiplash stress 
are: Stretching, elongation, sometimes tearing of 
some soft tissues; inflammation causing varying de- 
grees of swelling and acute inflammatory reactions; 
avulsion of ligaments, tendons and muscles; peri- 
osteal tears; joint effusions; abnormal mobility of 
joints; joint luxation—an abnormal relation of the 
articular surfaces. 

The symptoms usually consist of pain, tenderness, 
impairment or loss of muscle power, limitation of 
motion, or forced movement or forced positions of 
the head and neck. In addition, cervical nerve irri- 
tation may cause weakness of shoulder or arm mus- 
cles, varying degrees of anesthesia and paresthesia 
or hyperesthesia, vascular changes such as blanch- 
ing or reddening of the skin, drop in skin temper- 
ature (less often, a rise), muscle spasm, and local- 
ized tenderness or deeper areas of pain felt on pal- 
pation. 

In chronic injuries muscle atrophy, resulting from 
either peripheral nerve injury or disuse, and per- 
sistent sensory and motor changes, as well as trophic 
changes, may persist in the involved structures of 
the neck and upper extremities. One must always 
keep in mind that injuries other than those of soft 
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e Whiplash injury may extend far beyond the 
neck, and may involve even the soft tissues of 
the pelvis. For permanent recovery, all the in- 
juries must be evaluated and treated together. 

When impact from the rear snaps the head 
back and then forward, posterior subluxations 
in the cervical spine cause anterior-posterior 
narrowing of the intervertebral foramina, which 
may result in injury to the cervical nerve roots. 
Impact at the front, causing hyperflexion fol- 
lowed by hyperextension, has a similar effect 
although usually not as severe. Resulting symp- 
toms may not appear until two or three weeks 
later, when irritative lesions have developed be- 
cause of hemorrhage or swelling. Mild or pro- 
gressive degenerative changes may cause no 
symptoms but may predispose the affected area 
to injury following some slight trauma. Capsular 
ligaments of the lateral intervertebral joints are 
especially liable to whiplash injury which may 
give rise to scars and adhesions that compress 
spinal nerves. Sympathetic system involvement 
may cause reflex and referred pain. 

Detailed neurologic, roentgen and electromyo- 
graphic studies may be necessary for proper 
evaluation of injuries. Seemingly psychosomatic 
pain or disability is likely to have some physical 
basis in whiplash injuries. 

In 33 patients with whiplash injury, some re- 
cently injured and some chronically disabled 
with persistent symptoms, good results were ob- 
served following hydromassage, hot packs, joint 
mobilization exercises and, in a few, cervical or 
pelvic traction. 


tissue strains and sprains may take place—fractures, 
dislocations, severe subluxations, severe root com- 
pression or injury to the spinal cord, brain or auto- 
nomic nervous system, or an aggravation of dormant 
abnormalities, such as cervical arthritis, spondylitis 
and subacute or chronic torticollis. These possible 
disorders should be either diagnosed or ruled out, 
for it is important to know when one is dealing 
simply with sprains and strains of the soft tissues. 
The refractoriness of sprains of the larger joints of 
the body, such as the ankle, knee, elbow, and wrist 
in healing completely is recognized fully by every- 
one who handles traumatic disabilities of the body. 
It is generally agreed that simple fractures not in- 
volving joints with their associated sprains and 
strains, heal much faster and have fewer sequelae 
of altered functional activities. It is also generally 
accepted that sprains without fractures are fre- 
quently more disabling than fractures and often 
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much more difficult to heal completely. Whiplash 
injuries of the cervical spine fall into the category 
of acute sprains and strains and understandably 
give rise to persistent subjective and objective symp- 
toms, pain, headache, and abnormal changes in mo- 
bility of the neck because they are extremely difficult 
to treat. 


ANATOMICAL CONSIDERATIONS 


There are eight cervical vertebrae joined by six 
intervertebral discs (no disc between the first and 
second vertebrae). The discs are thicker anteriorly 
than posteriorly. Additional lateral intervertebral 
synovial joints are located on each side of each 
intervertebral disc (joints of von Luschka). These 
joints are quite prominent between the first and 
second cervical vertebrae and at the atlanto-occipital 
joint where they serve both as swivel and as weight 
support for the head and the atlas. Since the atlas 
and axis have no pedicles or lamina, the nerve roots 
of the first and second cervical joints have no bony 
covering and no intervertebral foramina. (In the 
lower joints the nerve root is located between the 
posterior articulation and the lateral portion of the 
vertebral body within the foramen.) The apophyseal 
joints on each side are superiorly and inferiorly 
placed from the pedicle and lamina of adjacent ver- 
tebrae. Each has a true joint capsule reinforced by 
ligaments, tendons and muscular attachments. The 
ligaments include the anterior and posterior longi- 
tudinal, the ligamentum flavum, the interspinal, the 
supraspinous, the annular ligaments around the in- 
tervertebral discs and some poorly developed liga- 
ments between the transverse processes. Between the 
atlas and the axis there are five joints: The interver- 
tebral, two articular or apophyseal joints, and two 
lateral intervertebral synovial joints. 

This arrangement of ligaments and joints gives 
the cervical region three significant characteristics: 
(1) It provides wide mobility in three directions— 
front to back, side to side, and in rotation; (2) it 
prevents excessive movement of the joints, which are 
limited by the check ligaments; (3) it protects 
against rupture of the intervertebral discs by the 
cupping, beveling, lipping and contouring together 
of the vertebral bodies, by the relative slightness of 
the discs, by the bordering secondary joints and 
lateral synovial joints, and by the construction of the 
longitudinal and capsular ligaments. 


Nerve Root Compression 


Whiplash injuries which occur when a car is 
struck from the rear are brought about by primary 
hyperextension, followed by hyperflexion, and gener- 
ally result in posterior subluxations. This brings 
about an anterior-posterior narrowing of the inter- 
vertebral foramina. The spinal nerve is compressed 
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anteriorly and posteriorly, and the vertical diameter 
of the intervertebral foramen also is decreased. Thus 
a nerve may become compressed in the vertical 
diameter as well as in the horizontal. 

Neck injuries resulting from head-on collisions 
produce primary hyperflexion of the neck, followed 
by recoil hyperextension. These whiplash forces usu- 
ally result in anterior subluxations that likewise 
narrow the anterior-posterior diameter of the fora- 
mina (although usually not as severely as in poster- 
ior subluxation) and compress the nerve in a pincer- 
like catch. Since the vertical diameter, however, does 
not become narrowed and may actually be increased, 
vertical compression as a rule does not occur. 

The spinal structure tends to throw the greatest 
stress between the fourth and fifth vertebrae in 
hyperextension, but between the fifth and sixth in 
hyperflexion. These joints are most often affected, 
but others may be also. 

Nerve compression and symptoms may not occur 
immediately after neck injury but may result later 
from irritative lesions due to hemorrhage or to 
swelling of surrounding structures. Therefore the 
physician must be cautious about assuring patients 
or their counselors that no damage has occurred to 
soft tissues. Guarded judgment and prognosis should 
certainly be observed for two to three weeks. 

Another possibility to remember is that of mild 
or progressive degenerative changes that may result 
in chronic inflammation, predisposing the affected 
area to disabling injury as the result of even mild 
and normally harmless stresses. Change in posture, 
unaccustomed effort or sudden movement of the 
head may be sufficient to stir up an acute irritative 
reaction and bring on delayed pain and associated 
disabilities. 

Especially liable to sprains are the capsular liga- 
ments of the lateral intervertebral joints, which are 
short and taut and may tear, undergo acute inflam- 
matory reaction, and subsequently form scars and 
adhesions that may compress spinal nerves. Reflex 
and referred pain may also be produced through in- 
volvement of the sympathetic nervous system. Post- 
ganglionic sympathetic fibers may be compressed at 
the level of the intervertebral foramen. From the 
branch of the sympathetic nerve which supplies the 
posterior longitudinal ligament and the capsule of 
the lateral intervertebral joints, pain may be referred 
through the spinal meningeal branches to areas 
served by the cervical nerves. 


DIAGNOSIS 


In addition to history-taking and general physical 
examination, a special orthopedic examination is 
needed for diagnosis. Besides this, the soft tissues 
in the involved area should be minutely inspected 
for signs of localized muscle tightness or tenderness. 
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Alignment of joints and bony processes should be 
studied and range of joint motion should be meas- 
ured. Strength of muscles of the neck, extremities 
and trunk should be evaluated. A detailed neurologic 
examination should be made for sensory or motor 
changes involving the cranial and spinal nerves, and 
lastly, the torso and pelvis should be examined in 
detail for evidence of strains and sprains, luxations 
or fractures of the bones and joints of the spinal 
column and pelvis. 

Roentgen studies of the spine and pelvis, with 
special views of the neck, should include lateral 
views with the patient sitting and the head faced 
directly forward, as well as with the neck hyper- 
flexed and hyperextended. The straight lateral view 
shows alignment of the vertebrae and the cervical 
curvature. Flexion and extension disclose anterior 
and posterior subluxations, respectively. In addi- 
tion, right and left oblique views show the size and 
shape of the intervertebral foramina. Anteropos- 
terior views may be useful in determining variations 
in the width of the intervertebral spaces, the dimen- 
sions and contour of the lateral intervertebral joints, 
and the presence or absence of hypertrophic changes 
or compression fractures. All the cervical films 
should be scanned for evidence of fractures, faulty 
alignment, degenerative or hypertrophic change, and 
narrowing or widening of the joint spaces. 

Patients with persistent or chronic symptoms may 
need further study by electromyography or myelog- 
raphy. Electromyography may help to diagnose or 
rule out lower motor neuron lesions associated with 
nerve compression or spinal cord injury, and may 
indicate the level of the injury. Myelography, useful 
in study of space-occupying lesions, is indicated only 
when there is a question of fracture, disc rupture, 
tumor, hemorrhage or any condition that does not 
respond to apparently adequate non-surgical treat- 
ment. 


DIFFERENTIAL DIAGNOSIS 


The cause of presenting symptoms, such as pain, 
weakness, headache, limitation of joint motion, and 
vascular and trophic changes should be determined. 
If pain seems organic in origin, does it result from 
local inflammation or from nerve compression or 
irritation? Is it segmental, referred, or associated 
with disorders of somatic or visceral structures? Is 
it related to some abnormality of the brain or the 
spinal cord? Or can it be ascribed to psychosomatic 
origin by ruling out all these other possibilities? 
The author believes that in most cases where psycho- 
logic components are important, they are somato- 
psychic rather than psychosomatic in origin. It is 
in these cases that the greatest danger exists of in- 
adequate recognition and improper or inadequate 
treatment. 


TREATMENT 


Seventy per cent of patients with “cervical disc 
syndrome” responded to conservative treatment, 
according to Spurling and Segerberg,® who reported 
in 1953 on 110 cases in which “unequivocal clinical 
diagnosis of root compression in the lower cervical 
region was made.” The other 30 per cent were sur- 
gically treated. The conservative regimen consisted 
of bed rest with cervical traction for seven to ten 
days, using six to twelve pounds of traction, two 
hours of stretch and one hour of rest, and no trac- 
tion at night. The following year Martin and Cor- 
bin (1954)* reported their observations upon con- 
servative treatment of similar patients, on an am- 
bulatory basis. This consisted of daily treatments in 
the physical medicine department for a period of 
one day to three weeks, with an average of eight 
treatments for each patient—application of heat and 
massage to the neck and shoulders, followed by cer- 
vical traction at 30 to 100 pounds, with an average 
pull of 60 pounds applied from one to three minutes 
twice daily. During traction, the patient was in- 
structed to shrug his shoulders and then relax. Ro- 
tation of the head through a maximum range to the 
right and to the left was carried out two or three 
times, either by the patient or with the assistance of 
the physician giving the traction. Following the ini- 
tial improvement, the patient was instructed in home 
treatment of application of radiant heat to the neck, 
followed by cervical traction, using home traction 
equipment consisting of a simple felt head-sling 
which could be fastened or suspended from the door 
frame, and traction applied by the patient himself 
by slightly bending his knees. Observations were 
made on 61 patients treated with this procedure; 
67 per cent had definite improvement during the 
initial period, 77 per cent were definitely improved 
in six months to five years later, 3.2 per cent showed 
no change, and 20 per cent required operation. 


Similar observations on 80 cases of cervical syn- 
drome were reported in 1955 by Krusen and Leyden- 
Krusen.? The treatment consisted of the application 
of heat, usually short-wave or microtherm diather- 
my, massage, vertical traction starting with 30 
pounds and gradually increasing to tolerance, active 
exercises of the neck muscles consisting primarily of 
rotation and lateral bending, and in some cases elec- 
trical stimulation of the neck muscles. The average 
treatment time was three to four weeks. Among 328 
patients having a history of injury, 40 per cent 
showed decided improvement, 47 per cent moderate 
improvement, 13 per cent no improvement. Among 
472 without a history of injury, 42 per cent had 
good improvement, 38 per cent moderate improve- 
ment and 20 per cent none. Cervical syndrome due 
to acute fibrositis responded very satisfactorily to 
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conservative treatment, with good improvement in 
91 per cent, moderate in 7 per cent, none in 2 per 
cent. 


Customary Conservative Treatment 


Conservative, nonsurgical treatment of cervical 
disc syndrome, or whiplash injuries usually consists 
of a selected combination of the following therapeu- 
tic procedures: The use of some form of heat, mas- 
sage, traction, immobilization with a cervical collar 
during the day and a contour pillow at night, in- 
jection of local anesthetic, drugs—usually some type 
of sedative or anodyne—correction of posture, ther- 
apeutic exercises, mobilization therapy and/or the 
application of ultrasound to selected areas. The trac- 
tion may be applied manually; intermittently with 
a Sayer head-sling, which may be either manual or 
motorized; or continuously during the day or at 
night or both, usually with the patient recumbent. 


PERSONAL OBSERVATIONS 


At the California Rehabilitation Center in the past 
two years we have treated 33 patients with whiplash 
injury. Thirteen began treatment at the center soon 
after injury; results, without exception, have been 
satisfactory after three to twelve treatments over 
periods ranging from a few days to three weeks. The 
other 20 patients, whose symptoms had persisted 
after extensive treatment elsewhere with little or only 
partial relief, required as a rule more intensive and 
prolonged therapy. 


In all these cases the disability usually extended 
beyond whiplash strain of the soft tissues of the 
cervical vertebrae. There were usually multiple 
injuries of the back; ligaments, tendons, joint 
capsules and muscles of the torso and pelvis were 
involved in multiple subluxations extending from 
the base of the skull to the tip of the spine. Similar 
injuries were often present in the sacroiliac and 
lumbosacral regions and the symphysis pubis. For 
lasting improvement, it was necessary to treat all 
the disabilities and their symptoms—muscle sore- 
ness, tenderness, pain and limitation of motion, 
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fatigability, headache, backache, torticollis, difficulty 
in sleeping and vocational disabilities. 

Treatment for most patients consisted of hydro- 
submersion with hydromassage, Kenny or chemical 
hot packs applied to the neck and back, and mobili- 
zation. Tissue mobilization was achieved by flexi- 
bility exercises, stretching and mechanical percus- 
sion massage with the Percussomotor.* Joint mo- 
bilization was obtained with Mennell’s maneuvers.* 
In some cases, extensive fascial stretching and re- 
sistive exercises were added. Only five of the 33 
patients received cervical or pelvic traction, which 
was applied intermittently (either by hand or by 
manually or motor-operated sling) or continuously 
with sling, pulley, and five to eight pounds of 
weight. The latter treatment was applied at home 
during the night and sometimes during the day. 
Only three patients wore a supportive collar between 
treatments. 

Among the 20 patients treated for chronic symp- 
toms, and except for three still under treatment, all 
were discharged as greatly improved and essentially 
symptom-free. In the 13 treated soon after injury 
the symptoms were completely abolished without 
recurrence to date. 

1 Pico Boulevard, Santa Monica. 


REFERENCES 


1. Jackson, R.: The Cervical Syndrome, Charles C. 
Thomas, Publisher, Springfield, Illinois, American Lecture 
Series, Publication No. 268, 1956. 


2. Krusen, E. M., and Leyden-Krusen, U.: Cervical syn- 
drome especially in tension neck problems; clinical study 
of = cases, Arch. of Phys, Med. & Rehab., 36:518, Aug. 
1955. 


3. Martin, G. M. and Corbin, K. B.: An evaluation of 
conservative treatment of patients with cervical disk syn- 
drome, Arch. of Phys. Med. & Rehab., 35:87-93, Feb. 1954. 

4. Mennell, J.: The Science and Art of Joint Manipula- 
im Vol. 2, The Blakeston Co., Philadelphia-New York, 


5. Spurling, R. G., and Segerberg, L. H.: Lateral inter- 
vertebral disk lesions in the lower cervical region, J.A.M.A., 
151:354, Jan. 31, 1953. 
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Noncicatrizing Alopecias 


With Special Reference to Alopecia Areata 


WILLIAM N. NEW, Captain (MC), USN, and WALTER R. NICKEL, M.D., San Diego 


e Since the epochal work of Hamilton there has 
been general acceptance of the causal relation- 
ship of the male sex hormone, age and familial 
inheritance in development of male pattern bald- 
ness. 

Some of the medicaments used in recent years 
may cause a diffuse loss of scalp hair. Alopecia 
that accompanies disease states is probably due 
to generalized toxemia and disturbances in me- 
tabolism. Sometimes male pattern baldness oc- 
curs in physiologic states, as exemplified by 
diffuse hair loss occasionally in the postpartum 
period. 

Alopecia areata deserves a critical appraisal, 
since it may be evidence of underlying neuro- 
psychotic states that need psychiatric diagnosis 
and treatment. The development of alopecia to- 
talis or universalis in 50 per cent of the prepu- 
beral cases of alopecia areata is of real signifi- 
eance, especially since so very few patients re- 
cover their normal scalp hair. 

The conclusions reached by the authors of 
two articles reporting on 368 cases of alopecia 


ONE OF THE RIDDLES that children used to ask each 
other in the bygone days was, “What is it you don’t 
want but after you get it you wouldn’t part with for 
a million dollars? The answer was always, “a bald 
head.” Bald or not, no one wants to lose his head. 

We ask ourselves the riddle of the “why” of a 
bald head. In order to develop a clearer concept of 
the microscopic changes that occur in the scalp in 
the various kinds of alopecia, we embarked upon 
a study involving the examination of tissue from 26 
consecutive patients with alopecia in a period of 12 
months at the U. S. Naval Hospital, San Diego, 
California. Included were 22 cases of alopecia 
areata, in which biopsy is not usually done as a 
routine procedure. 


In Greek, alopecia means the mange of foxes. The 
Greeks had two additional words, acomia and atri- 
chia, which are less often used as an expression for 


From Dermatology Service, U. S. Naval Hospital, San Diego. 
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Presented before the Section on Dermatology and Syphilology at the 
87th Annual Session of the California Medical Association, Los An- 
geles, April 27 to 30, 1958. 
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areata, alopecia totalis and alopecia universalis 
that the evidence is overwhelming against the 
malfunction of the endocrine glands as the cause 
of alopecia areata must be considered real con- 
tributions to our understanding of this condition. 


A few conditions simulate alopecia areata. 
Probably the ones which are seen most often are 
trichotillomania and patchy baldness caused by 
agents used in hair waving and straightening. 


Our findings in 22 cases of alopecia areata of 
a persistent inflammatory perivascular and peri- 
follicular infiltrate, massive plugging of the os- 
tia, disappearance of robust hair follicles and 
diminution in total number of hair follicles and 
sometimes fibrosis are not necessarily diagnostic 
of alopecia areata but seem to be very definitely 
characteristic. 


Treatment for alopecia areata is of little avail. 
At this time we do not recommend the general 
use of the corticosteroids despite the improve- 
ment of scalp appearance in the majority of in- 
stances in which the systemic administration of 
these hormones have been employed. 


baldness. From Latin is derived the term calvities 
which has a similar meaning, although precisely it 
should be used to mean baldness of the sinciput, 
the anterior and upper part of the head. 


In practice we ordinarily think of alopecia as 
loss of scalp hair. This is because the scalp hair is 
most frequently involved, either in physiologic 
familial baldness or in pathologic states. Actually, 
the other hairy areas of the body often share in 
alopecia. 


Alopecia has many names, causes and shapes. It 
is important to understand the significance of each. 
The possibility of permanent loss of scalp hair 
strikes panic in many patients whether male or fe- 
male. The loss of all hair of the body, face and 
scalp can result in mental stress or aggravate a pre- 
existing neurosis, and is, indeed, a most distressing 
situation. 


Some of the forms of alopecia are so rare as to 
merit little comment in an article of this limited 
scope. To discuss the alopecias, however, it is nec- 
essary to relate them to ordinary baldness, disease 
entities, syndromes and certain confusing disease 
states. 
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MALE PATTERN BALDNESS 


About 95 per cent of all baldness is ordinary or 
common male baldness. Terms such as premature 
alopecia, presenile alopecia and senile alopecia 
serve no useful purpose and should be discarded in 
favor of male pattern baldness. If necessary for 
descriptive purposes the qualifying word early or 
late may be added. 


Hamilton® classified common baldness as it oc- 
curs in Caucasians into eight types based on the 
patterns of development as it occurs in males. He 
noted that advanced stages of baldness were present 
in 58 per cent of men 50 to 92 years of age. For 
practical purposes it may be estimated that ordinary 
male baldness occurs in 25 per cent of the males by 
the age of 25 and in 50 per cent of males by the 
age of 50. It should be kept in mind that those males 
who show a beginning frontoparietal recession in 
adolescence may expect to be bald at an early age— 
in their twenties or early thirties—arid will finally 
have pronounced baldness. As an end stage, these 
men usually have only a fringe on the sides of the 
scalp, whereas in men in whom frontoparietal reces- 
sion comes on in middle life the process is usually 
slower and it may never reach the proportions it 
does in the early baldness group. 


There are three main etiological and interrelated 
factors in common male baldness. These are hered- 
ity, gonadal influence and age. 


Osborn,® in a study of 22 families, reported that 
baldness was a sex-limited trait, dominant in men 
and recessive in women, but directly inherited by 
the son from the father or the mother even though 
the mother was not bald. A bald-headed man trans- 
mits baldness to half his sons and the recessive gene 
to half his daughters. For a woman to become bald 
she must have the inheritance as a duplex and she 
transmits as does the bald-headed father. 


As to the androgens, alopecia does not develop 
in men who fail to mature sexually. It is an obser- 
vation that baldness is more common in men with 
an abundant body hair than in those with thin 
lanugo. A eunuch has a good scalp hair coverage 
but his axillary hair does not develop. Women, 
children and eunuchs remain free of scalp baldness. 
Eunuchs who come from families whose normal 
males tend to become bald, rapidly become bald if 
treated with 20 to 30 mg. of testosterone daily. 


Age is definitely a factor, although paradoxically 
baldness increases while the production of baldness- 
stimulating testicular hormone decreases. The degree 
of male baldness is not correlated with the amount 
of circulating androgens although the hormone is 
necessary in some amount. Another seeming para- 
dox is the development of baldness on the scalp with 
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stimulation of hair growth elsewhere on the body. 
When this progresses to an advanced stage the 
subjects are the so-called “monkey-men.” 


One of the characteristics of virilizing tumors of 
women is masculinization with development of hair 
distribution as in men. Baldness of the scalp has not 
been noted in women with masculinizing tumors.® 


Ordinarily the loss of hair in the common male 
baldness is gradual, the hairs becoming weaker and 
finer until finally the follicle does not produce. It 
is not generally appreciated that there are some 
persons who lose their hair in episodes which have 
an onset that is sudden with hair loss in alarming 
amounts, yet the loss is as permanent as it is in 
the usual slowly progressive type. 


Numerous concepts and hypotheses have been ad- 
vanced to explain the cause and mechanism of 
ordinary human baldness. Many of these are re- 
viewed in Rattner’s'! humorous and very enlighten- 
ing article on ordinary baldness. Most of the 
hypotheses have been more or less abandoned since 
the simple demonstration that testicular hormones 
are a prerequisite for the common patterned alo- 
pecia of the male. A few concepts have been studied 
in the past eight years and will be mentioned if 
only to question their validity. 


In 1950 Szasz and Robertson'* reviewed the 
literature concerning ordinary baldness and ad- 
vanced a theory of their own. They conceived that 
ordinary baldness was an end result of chronic 
activity of the scalp muscles which leads to shearing 
stresses in the dermis of the scalp and consequent 
ischemia. They suggested that bilateral section of 
the branches of the facial nerve supplying the oc- 
cipitalis muscles be tried in early cases. That this 
procedure would have little effect may be inferred 
from the fact that the nerve supply to the hairy 
part of the head has been severed to relieve pain due 
to cancer and in no instance has the hair growth 
been affected. 


The operative interference with the nerve supply 
to the tissues should likewise dispose of the theory 
that chronic anxiety states cause scalp tension re- 
sulting in hair loss. 


There was some interest in trying to explain how 
the sex hormones played a role in male balding, 
possibly in the relationship between scalp looseness, 
thickness, fat loss and luxuriance of hair growth. 
Radiological studies of the thickness of the soft 
tissues of the scalp on 523 subjects, aged 4 to 69 
years of age, by Garn, Selby and Young* led them 
to conclude that the fat-loss theory of male pattern 
balding cannot be substantiated and that more elab- 
orate theories involving this assumption therefore 
cannot be accepted. This conclusion was based on 
the fact that when scalps were compared, bald men 
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and men with luxuriant hair growth of the same age 
were found to have no significant difference in 
scalp thickness. 

In microscopic examination of sections of tissue 
from scalps with common male baldness of long 
standing the sebaceous glands were found to be 
numerous and large and the sweat glands seemed 
to be normal in amount and appearance. There was 
a reduction in the number of follicles and the ones 
remaining appeared atrophic. 

Except for the extreme seborrheic states with 
concomitant scratching and infection, we find it 
difficult to accept such conditions as pityriasis sim- 
plex, seborrhea oleosa and seborrheic dermatitis as 
causes of alopecia. Despite the fact that these con- 
ditions may co-exist with alopecia, the pattern of the 
disease is not that of the common male baldness; 
many men with thick hair have these conditions, 
and in women the presence of these conditions does 
not seem to cause baldness. 


DIFFUSE LOSS OF HAIR 


Diffuse loss of hair has been reported to be due 
to many and divers causes. Only a few will be men- 
tioned here. 

Medicaments: Thallium and other heavy metal 
salts, quinine, atabrine, cyverin, barbiturates, ar- 
senic, aminopterin, reserpine, coumarin, heparin, 
sulfonamides, thyroid antagonists such as propyl- 


thiouracil and massive doses of vitamin A. 

Disease states: hypothyroidism, iron deficiency 
anemia in women, leukemia, diabetes, debilitation, 
impacted wisdom teeth, focal and general infections, 
acute systemic lupus erythematosus, and fevers over 
103 degrees Fahrenheit. 

Women may have a diffuse loss of hair in the 
postpartum period with reasonably fast regrowth. 
There are many women who have some diffuse loss 
of hair following menopause. This is usually appar- 
ent with advancing age and, as a rule, is self 
limited. 


ALOPECIA AREATA 


In the consideration of alopecia areata, we enter 
a world of confusion as to etiology, prognosis and 
treatment. It is truly an unusual condition being in 
some cases sudden and devastating, becoming uni- 
versal and permanent, and in others the hair re- 
growing but the condition recurring either regularly 
or irregularly. 


The condition occurs approximately equally in 
the two sexes The rate of appearance is relatively 
uniform in each of the first four decades of life 
with 85 per cent of cases appearing by the age of 40. 
Various reports would place the inheritance factor 
at about 20 per cent, although this seems rather 
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high in our experience. In a review of the available 
literature,®!7 identical alopecia occurring in iden- 
tical twins simultaneously was noted in two in- 
stances. 

Walker and Rothman’® reported that alopecia 
areata is seldom limited to one attack. All patients 
observed for periods exceeding 20 years had re- 
lapse, and 85 per cent of 230 patients observed 
for periods of from five to twenty years had one or 
more relapses. 

Even more important are these same authors’ 
statistics concerning development of alopecia totalis 
from alopecia areata. They found 50 per cent of the 
patients whose disease began before puberty even- 
tually had alopecia totalis and 23 per cent of those 
with postpuberal onset developed the severe form 
of the disease. The course of alopecia totalis, once 
developed, was about the same in prepuberal and 
postpuberal groups, about 75 per cent of both 
groups remaining totally bald, 22.5 per cent having 
partial regrowth and only 2.5 per cent a normal 
regrowth. The investigators made no attempt in this 
group to separate cases of alopecia totalis from 
cases of alopecia areata universalis. 

In our experience alopecia totalis is almost always 
accompanied by either partial or complete loss of 
hair of face and body. 

The cause and mechanism of production of alo- 
pecia areata is obscure. It has been attributed to 
many conditions, most strongly to the following: 
Toxic, endocrine, neurogenic, local infections and 
focal or general infection. 

The appearance of lymphocytic infiltrate about 
the hair follicles and sometimes about the blood 
vessels and other appendages early in the condition 
indicates a possible toxic process. In toxic states, 
however, the alopecia tends to be diffuse. The round 
patches of alopecia areata do not conform to blood 
vessel or nerve supply distribution. Local infection 
does not seem to be a factor and syphilis seems to 
be the only known systemic infection producing 
patchy alopecia. 

Despite the occasional case reported implicating 
the endocrine glands as a causative factor in alo- 
pecia areata, statistical studies do not confirm these 
isolated reports. 


Walker and Rothman*® in a study of 230 cases 
found that in the overwhelming majority there was 
no evidence of endocrine abnormality as determined 
by physical and laboratory tests. They did express 
belief that endocrine factors may play an accessory 
or modifying role in alopecia, noting that the course 
of alopecia is more severe when it develops pre- 
puberally, that some cases develop during a state 
of thyrotoxicosis and that some patients recover 
completely during pregnancy and lactation. Wais- 
man and Kepler,’® in an appraisal of endocrine fac- 
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tors in causation of alopecia generalisata or uni- 
versalis in 138 cases at the Mayo Clinic, concluded 
that there was no consistent functional abnormality 
and that the assumption of endocrine causation for 
this condition is unwarranted by the facts. They 
feel that these conclusions should apply even more 
forcibly to the less severe alopecia areata. In six 
of the patients the hair regrew during pregnancy 
only to fall out shortly after parturition. In two 
cases the condition started during pregnancy and in 
two others the hair began to fall in the puerperium. 
They concluded that the very fact that a woman be- 
comes pregnant speaks fairly well for normal thy- 
roid, pituitary and ovarian glands. 

The significance of the undoubted influence of 
corticosteroids in local injections and oral prepara- 
tions in inducing regrowth of hair in cases of alo- 
pecia areata and alopecia universalis may compel 
reconsideration of the status of the adrenals and 
perhaps the gonads. It seems relatively certain that 
before the experimental use of the corticosteroids 
in these conditions, no amount of any endocrine 
preparation could be consistently cited as producing 
regrowth of hair in alopecia totalis or universalis. 


The one specific influence upon which most will 
agree is the psychosomatic aspect. The association 
of psychic trauma has been noted and commented 
upon at length. Irwin!® did a random sample study 
of 25 male and 30 female patients with alopecia 
areata whose ages varied from 10 years to over 50 
years. Thirty-nine patients had alopecia areata, 13 
had alopecia totalis and three had alopecia uni- 
versalis. He classified these into three groups; the 
neurotic, the traumatic and the cases in which no 
psychic factor was apparent. Thirty-five patients 
(63 per cent) were put in the neurotic group. These 
patients had alopecia accompanied by a sufficiently 
severe degree of psychoneurosis to warrant psychi- 
atric treatment. The males in this group had a lack 
of drive, tended to solitariness, lacked aggressive- 
ness and were inhibited sexually. Overt anxiety was 
not a major feature but depression was present in 
every case. The females tended to duplicate these 
feelings and evidenced a feeling of insecurity, sex- 
ual immaturity and a tendency to withdraw from 
life. In the traumatic group were 13 cases or 23 
per cent. The patients were reasonably well adjusted 
with no evidence of previous neurotic disability. 
The emphasis was placed on the traumatic event, 
such as a threat to some person of emotional sig- 
nificance to the patient. The event was usually sud- 
den and unexpected with no threat toward the 
afflicted person himself. Examples include death of 
dear friend or relative, or the involvement of a bus 
driver in an accident during which some of his 
passengers were killed. In the third group were 
seven patients (14 per cent) who were not found 
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Figure 1.—Giant ostia with keratin plug remaining in 
one. The perivascular infiltrate is moderate about the 
blood vessels and sparse elsewhere. The homogenization 
adjacent to the follicle on the left is frequently seen 


(X380). 


to have psychiatric disability and in whom the 
alopecia did not appear to have been emotionally 
precipitated. 

Greenberg® emphasized that patients with alo- 
pecia areata not only may have had recent emo- 
tional stress but also have had serious mental and 
emotional difficulties for many years and it may 
be that the role of the precipitating factors is of 
less importance than is usually assumed. In his 
psychiatric study of 44 adolescents with alopecia 
he found 73 per cent to be psychoneurotic and 20 
per cent were psychotic or bordering on psychosis. 
The patients did not conform to any single per- 
sonality type but many appeared to be withdrawn 
and passive. Depression or anxiety or both were 
frequently prominent. He stressed the need for 
treating the patients from a psychiatric standpoint. 

Haynes and Parry’ reported on 61 cases of alo- 
pecia areata in which all patients had errors of 
refraction, the predominant one being a small 
astigmatic error at an oblique axis. In general, 
there was rapid regrowth of hair in three months 
after they began the continuous wearing of correc- 
tive glasses, with no recurrence as long as the error 
was adequately corrected. One patient had recur- 
rence three years after regrowth of hair when he 
ceased wearing glasses. Another had recurrence 
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when his eyes changed and his glasses did not have 
the proper correction. The patients were observed 
in two groups, each for about five years. The au- 
thors suggested a reflex nervous irritation from the 
refractive error as a possible cause of alopecia. 
Since publication of that article, one of us (WNN) 
has had a number of patients with alopecia areata 
examined for errors in vision, but thus far no sig- 
nificant association of refractive error with the 
disease has been noted. 

A peculiar form of alopecia areata known in 
antiquity and given the name ophiasis by the Greeks 
is seldom seen but easily recognized by its unusual 
configuration. It usually begins in childhood and is 
characterized by beginning as a bald spot on the 
occiput then spreading bilaterally in a band one to 
two inches wide over the ears, meeting in front in 
the complete form. Hair may regrow but recur- 
rence is the rule and final cure is rare. 

Of interest is the increasing recognition that the 
nails may also be involved in variable forms of 
dystrophy. 

Various investigators, we among them, have 
obtained growth of hair in alopecia areata and 
alopecia universalis by local injections and systemic 
administration of the corticosteroids. Dillaha and 
Rothman,’ using 100 to 150 mg. daily of cortisone 
acetate, obtained cosmetically satisfactory regrowth 
of scalp hair in 15 of 22 patients, most of whom 
had either alopecia totalis or alopecia universalis. 
Six of them had diffuse growth and in nine it was 
patchy. One patient with alopecia regrew eyelashes 
with no regrowth in other areas and only three 
regrew axillary and pubic hair. Regrowing hair 
may become visible as soon as three weeks after the 
beginning of therapy and in most cases in not more 
than four weeks. A maintenance dose had to be 
determined, for without it hair would again fall out. 
It was noted that the response was better if loss of 
hair was recent than it was in cases of long stand- 
ing. The investigators emphasized that they did not 
recommend this form of therapy for general use. 

We obtained regrowth of hair in two cases of 
alopecia areata by local injection of hydrocortisone. 
Injection of hydrocortisone in a test site on the 
scalp in a case of alopecia congenitalis resulted in 
local growth of short, pigmented hairs which 
promptly fell out when the patient developed mea- 
sles. In this instance there was a loss of tissue 
substance in the test area, especially along the lines 
traversed by the injecting needle. This “damping” 
effect has been reported by other observers. 


Local stimulating treatments have been advo- 
cated, but these do little except convince the patient 
that something is being done. Pending the develop- 
ment of a substance for stimulating the growth of 
the hair follicle, the best treatment seems to be of 
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Figure 2.—Heavy appearing plug extends to level of 
sebaceous gland in scalp of patient with alopecia areata 


(X380). 


Figure 3.—Characteristic microscopic appearance of sec- 
tion of scalp in alopecia areata. The inflammatory infil- 
trate is: Perivascular in upper center, around sebaceous 
gland and muscle remnant in upper left, remnants of hair 
follicles lower right and left and sweat glands in lower 
right center (260). 
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Figure 4.—Section on left is from alopecia area of three weeks’ duration. This degenerative appearance contrasts 
with section on right from adjacent, grossly normal hairy scalp, where follicles are robust, hair shafts are present and 
there is no plugging except the keratin which normally surrounds the hair shaft. Inflammatory infiltrate is similar in 


both sections, however (120). 


psychiatric nature—and a wig in cases of alopecia 
totalis. 


NONCICATRIZING ALOPECIA SIMULATING ALOPECIA AREATA 


An interesting order of alopecias which some- 
times offers problems in differential diagnosis is 
made up of the noncicatrizing varieties simulat- 
ing alopecia areata. In this day of infrequent early 
syphilis and the relaxation of diagnostic vigilance 
for the disease, it may be that secondary syphilis 
sometimes escapes detection. Even though some of 
the alopecias of secondary syphilis really resemble 
alopecia areata, the further examination of the pa- 
tient, adequate history and serological studies should 
readily establish the true nature of the condition. 


Ross and Friede!* reported two cases of tick 
bites of the scalp of children which superficially 
resembled the dermal lesions of secondary syphilis. 
In both children the involved areas were ovoid, 
about 1.3 cm, in the long axis and distributed 
mainly over the occiput. Each area was completely 
devoid of hair and follicles could not be seen. These 
were not granulomas, but the crusting of one lesion 
and subsiding inflammation in another suggested 
to the investigators that the itching brought on 
scratching and secondary infection. They removed 
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one tick, leaving an area of uninflamed alopecia 
0.6 cm. in its long axis. It may be that the alopecia 
produced by the tick is due to a toxin injected by 
the tick. 

We have seen a number of cases in which alo- 
pecia developed at the site of local pyogenic infec- 
tions and did not regrow upon subsidence of the in- 
fection although grossly there was no visible scar- 
ring. These local infections seem to be superficial 
and confined to patches varying from 3 mm. to 3 cm. 
in size. In some cases the lesions may have heen 
present for months and to control them it may be 
necessary to give antibiotics systemically in addi- 
tion to appropriate local antisepsis including topical 
use of antibiotics. Sometimes sensitivity studies do 
not reflect the true sensitivity of the organism, 
usually a staphylococcus, and one must proceed by 
trial of one or more antibiotics. We have had most 
success with erythromycin and albamycin systemi- 
cally combined with three per cent hexachlorophene 
solution compresses for five minutes followed by 
application of chloramphenicol compresses and 
ointments. In one of the cases we observed the 
lesions resembled the description and pictures of the 
cases reported by Dexter? and coworkers as being 
due to Mima polymorpha; but cultures in that case 
grew only staphylococcus aureus. Furuncles of the 
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scalp frequently result in a temporary patchy alo- 
pecia of nonscarring nature. 

Not infrequently, tinea capitis is mistaken for 
alopecia areata. However, in such instances the 
Wood’s lamp, scrapings and cultures for fungi help 
establish the diagnosis. 

Lesions like those of alopecia areata that were 
due to thioglycolate preparations used for putting 
a wave in the hair were reported by Reiches and 
Lane.1? Apparently there are two types of cutaneous 
irritation from “cold wave” thioglycolate. One is a 
contact dermatitis and the other a transitory alo- 
pecia. Hair straighteners also are capable of pro- 
ducing alopecia. These are usually a base such as 
sodium hydroxide in equal parts of lanolin and 
petrolatum. The alopecia, accompanied by derma- 
titis, may come on as soon as three days after use 
of the substance and last as long as three months. 

Traumatic marginal alopecia due to tying up the 
hair in braids or curlers was first reported in Negro 
women. Where the pulling was continuous and 
strongest, as it was at the temporal and frontal 
areas, patchy alopecia developed. This condition 
has now been reported a number of times in white 
women. In addition to that type, we have also seen 
a ring of alopecia in a seven-year-old white girl 
which resulted from her mother’s using a clip to 
gather up a large lock of hair on the forehead. 
Around the periphery of the lock was a 1 to 2 cm. 
ring of alopecia. Apparently it was caused by the 
pulling of the peripheral hairs that occurred when 
the rather heavy lock bounced as the child moved 
about at play. 

Canizares! reported a case of localized alopecia 
characterized by a unilateral or bilateral patch of 
complete alopecia of triangular form, occurring on 
the temples at the hair margin with the base for- 
ward and the point of the triangle ending near the 
ear. This condition was originally described by 
Saboraud, who recognized it as a congenital, per- 
manent defect which should not be mistaken for 
alopecia areata. 


One of the most unusual diseases sometimes con- 
fused clinically with alopecia areata is the baldness 
trichotillomania. The patient’s habit of twisting off 
or pulling out his own hair in rather irregular 
patches is bizarre and in children is frequently ac- 
companied by thumb sucking. Most of the time the 
patches are not sharply demarcated and usually they 
contain hairs of different lengths, but occasionally 
a patient adept at manual epilation achieves a 
result remarkably simulating alopecia areata. In 
children the plucking out of eyelashes or of an end 
of an eyebrow may offer a dismaying diagnostic 
problem, as may the pulling out of patches of a 
mustache in an adult, unless the examiner maintains 
a high index of suspicion. An older child’s surrep- 
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Figure 5.—Subepidermal fibrosis. Patient had alopecia 
partialis generalisata of ten years’ duration (380). 


Figure 6.—Area of fibrosis and mild inflammatory infil- 
trate about parts of hair follicles. Patient had universal 
alopecia 15 years previously with patchy regrowth of hair 
at time of biopsy (340). 
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Figure 7.—Microscopic appearance of section of scalp 
in case of alopecia areata of six days’ duration. The peri- 
vascular infiltrate is minimal. The three hair follicles 
with the loose connective tissue form a complex which is 
seen frequently in the scalp (380). 


titious plucking of hairs from the scalp of an infant 
or younger sibling can also offer problems in detec- 
tion and diagnosis. The habit of trichotillomania 
should not be dismissed lightly, for it may betoken 
a serious neurotic illness. It is a common habit 
among insane persons. Even though in the average 
case of trichotillomania there is ‘no associated psy- 
chotic behavior, the habit is truly a compulsion and 
frequently psychiatric help is necessary to stop it. 


HISTOPATHOLOGIC FEATURES OF ALOPECIA AREATA 


We had hoped that review of the 22 cases of alo- 
pecia areata in the present series would permit a 
definite statement as to typical microscopic features. 
In this we have been partially disappointed. 

Certain features not specifically diagnostic of 
alopecia areata did, however, appear to be present 
in most cases. The presence of huge, patulous ori- 
fices, devoid of hair, which were plugged or filled 
with keratin detritus was a striking feature. The 
plugging was more pronounced than that observed 
in lupus erythematosus. Except for absence of pig- 
ment, the epidermis appeared to be normal. In two 
cases of alopecia areata in Negroes, pigment in the 
bald areas was absent or was diminished as com- 
pared with scalp from adjacent hairy areas. 
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Figure 8.—Complete absence of formed hair follicles 
in scalp of 35-year-old man with alopecia universalis of 
two years’ duration. Serial survey showed reduced number 
of follicle remnants with surrounding inflammatory infil- 
trate in deeper sections. Hair shafts are replaced by 
detritus. Note apparent superficial position of sebaceous 
glands (X<340). 


In the dermis there was a constant inflammatory 
change composed of lymphocytes related to the hair 
follicles and blood vessels, and in some instances 
related to sebaceous and sweat glands but in a lesser 
degree. The perivascular inflammatory changes per- 
sisted irrespective of the duration of the baldness, 
and was observed in cases of eight months’ to two 
years’ duration. This inflammatory change per- 
sisted even in areas of beginning regeneration or 
regrowth of hair. 

In all cases there was a relative or absolute ab- 
sence of robust hairs in the areas of alopecia. This 
comparison was based on examination of tissue 
from diseased and healthy portions of scalp from 
the same patient. It was surprising to note that even 
those adjacent areas of the scalp, considered as 
healthy, showed a degree of inflammatory change in 
relation to the blood vessels and hair follicles, which 
could not be explained. 

Inconstant changes were observed in some of the 
cases. One of them was a degree of fibrosis at vary- 
ing levels in the cutis in relationship to the follicle. 
Likewise, we observed an apparent superficial po- 
sition of the sebaceous glands in cases in which 
there was no identifiable active formation of hair. 

U. S. Naval Hospital, San Diego. 
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Biliary Tract Anomalies 


The Utilization of Modern Techniques in Differential Diagnosis 


DANIEL M. HAYS, M.D., Los Angeles 


ALTHOUGH COMMON in adults, biliary tract disease 
is relatively rare in infancy and childhood, consist- 
ing largely of anomalies of the structures and com- 
plications therefrom. Hence, except in large pediatric 
centers, the number of cases is so small that it is 
quite difficult to make an accurate appraisal of the 
applicability to children of the techniques that have 
been developed in adults for recognizing and deal- 
ing with these conditions. 


The purpose of this communication is to analyze 
the use of these diagnostic methods on pediatric 
patients at the Los Angeles Children’s Hospital and 
the Los Angeles Harbor General Hospital. A more 
detailed evaluation of the statistical data and roent- 


genological techniques employed has been previ- 
ously published.*5 


Idiopathic Dilatation of the Common Bile Duct 


For roentgen studies, 20 per cent sodium iodipa- 
mide (Cholografin) was injected intravenously in 
three children with large subhepatic masses sugges- 
tive of idiopathic choledochal dilatation or “chole- 
dochal cyst.” In one patient such a cyst was repeat- 
edly outlined on films taken between 30 and 120 
minutes following injection. The volume of this 
structure, which had a diameter of more than 15 
centimeters, did not cause so much dilution as to 
prevent a clear delineation of its border. In the two 
other children, distortion of the biliary tree, includ- 
ing the common duct, hepatic duct and gallbladder, 
clearly outlined an intrahepatic mass—a_ hepatic 
cyst in one patient and a hepatoma in the other. A 
correct preoperative impression of the nature of the 
lesion was obtained in both these patients. 


Extrahepatic and Intrahepatic Biliary Atresia 
And Biliary Stenosis 


Approximately 95 per cent of infants with pro- 
tracted neonatal jaundice have Rh or ABo incom- 
patibility, congenital hemolytic jaundice, systemic 
or localized specific infections, congenital metabolic 
defects or hepatic prematurity. Diagnosis of such 
conditions is usually well established during the first 
month of life and almost always before the sixth 


From the Los Angeles Children’s Hospital and the Los Angeles 
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e The diagnostic aids used in dealing with bil- 
iary disease in adults were applied to the study 
in infants of the principal congenital anomalies 
of the biliary tract such as choledochal cyst, 
biliary atresia and biliary stenosis. 

Choledochal cysts were distinguished from 
other upper abdominal masses occurring in 
childhood by the use of intravenous cholecys- 
tography. 

Since the clinical manifestations in infants 
with biliary atresia or stenosis are almost iden- 
tical to those associated with the obstructive 
phase of neonatal hepatitis, the problem of 
differentiation is difficult. The serial total serum 
bilirubin curve, a careful analysis of the pig- 
ment content of feces and urine and duodenal 
intubation for bilirubin determinations were 
found to be useful in making the distinction. 
Operative cholangiograms were helpful in some 
eases. Frozen section examinations of liver tis- 
sue during operation were of little value except 
to demonstrate certain unusual cases of intra- 
hepatic biliary atresia. Routine liver function 
studies, including serum transaminase determi- 
nation in a limited number of cases, did not help 
in differentiation. 


week, In most of the remaining 5 per cent, jaundice 
is of an “obstructive” type and ordinarily the cause 
is ascribed to biliary atresia or biliary stenosis dur- 
ing the second month of life. Yet at least one-third 
of these patients do not have any mechanical ob- 
struction of the biliary tree. This group includes 
infants previously classified as showing “inspis- 
sated bile-plug syndrome” and “bile-plug syndrome 
of unknown cause,” in contrast to cases secondary to 
hemolytic disease, and “giant cell hepatitis.” The 
general descriptive term “neonatal hepatitis” seems 
preferable for clinical purposes, as evidence seems 
to indicate that the clinical manifestations may be 
the result of any of several pathological processes,” 
none of them fully understood. Distinguishing these 
conditions from the larger group caused by biliary 
atresia is the major diagnostic problem in jaundiced 
patients in this age group. 

It should be noted that in these two groups—pa- 
tients with biliary atresia and those with the “neo- 
natal hepatitis syndrome”—the clinical histories and 
the physical findings are remarkably similar.® Rou- 
tine hepatic function studies, so useful in adults, 
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have been of little value in making such differentia- 
tion in children. Between the fourth and eighth week 
of life, the period in which differentiation is of the 
greatest practical value, the results of standard tests 
and determinations such as alkaline phosphatase, 
cephalin flocculation, thymol turbidity and serum 
cholesterol, are predominantly those of “obstruc- 
tion.” 

Kove* reported that serum transaminase (oxala- 
cetic to glutamic) determinations were helpful in 
differentiation, but in a limited number of cases in 
the present study these tests were disappointing. 
Since adults with purely obstructive jaundice usu- 
ally have relatively low transaminase levels, one 
might assume that similar levels would be obtained 
in patients with biliary atresia, while a somewhat 
higher level might be expected in infants with neo- 
natal hepatitis. However, in 16 serum transaminase 
determinations among patients of both groups in 
the present series, no level higher than 148 units 
was obtained. In general, the children with proven 
biliary atresia had slightly higher transaminase 
levels than those with neonatal hepatitis, but in all 
cases the levels were within normal range (less than 
110 units) or only slightly elevated. 


Serial, usually weekly, determinations of liver 
function by routine tests are often employed in the 
study of jaundiced adults. In the present series of 
pediatric cases, the total serum bilirubin levels, de- 
termined at weekly intervals and plotted as a curve 
over a four-week period, were unquestionably the 
most helpful liver function study used. The deter- 
mination should be started at the third or fourth 
week of life if possible. In 11 of 13 cases in the 
neontal hepatitis group in which such curves 
were plotted, there was a definite decline during the 
observation period. In contrast, eight of ten patients 
with biliary atresia either had no decline or a defi- 
nite rise. The range of serum levels was also higher 
in the patients with biliary atresia. By the second 
week of the study, the average total bilirubin con- 
tent in the group with biliary atresia was above 8 
mg. per 100 cc. of serum, while at the same time it 
was below 6 mg. per 100 cc. in children who ulti- 
mately were proven to have neonatal hepatitis. 


Clinical studies of urine and feces in patients 
with biliary atresia (during the early months) re- 
veal urine containing bilirubin but no urobilinogen 
and feces without bilirubin or similar pigments. 
Unfortunately, about 60 per cent of the infants in 
the neonatal hepatitis group have similar findings. 
However, in the children in whom departure from 
this pattern was observed, even when transient, de- 


lay of surgical intervention usually resulted in an 
eventual correct diagnosis. 

Intubation of the duodenum for the purpose of 
obtaining cholesterol crystals is a standard diag- 
nostic procedure in adults. In infants this is more 
difficult to accomplish; usually fluoroscopic visuali- 
zation is necessary for guiding the tube, and the 
procedure is carried out for a different purpose— 
namely to ascertain the presence or absence of bili- 
rubin in the duodenal content. Among nine infants 
so studied in the present series, four in whom no 
bilirubin was detectable ultimately were proved to 
have biliary atresia. 

With 20 per cent sodium iodipamide given intra- 
venously for a contrast medium, none of the biliary 
tree could be visualized in patients with biliary 
atresia even though dosages were increased to 1.2 
cc. per kilogram of body weight. In two patients 
with neonatal hepatitis, filling of the gallbladder 
with this material was observed roentgenographi- 
cally. However, in one of these children clinical 
clearing of the jaundice was already progressing 
at the time of the study. In six other infants in 
the neonatal hepatitis group, no visualization was 
obtained. 

In several cases of biliary atresia, operative cho- 
langiography, using injected contrast media (Dio- 
drast), was helpful in outlining some portion of the 
biliary tree. In five patients with neonatal hepa- 
titis in whom this was attempted, an intact extra- 
hepatic biliary system was visualized. 

Examination of frozen sections of the liver has 
not been found a reliable method of differentiating 
between biliary atresia and neonatal hepatitis. How- 
ever, if in several sections there is a complete ab- 
sence of biliary ducts, the diagnosis of complete ab- 
sence of the intrahepatic system, as described by 
Ahrens,' is suggested. 

1136 West Sixth Street, Los Angeles 17. 
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Frozen Shoulder 


Methods for Bringing About Early Mobilization 


LEONARD J. YAMSHON, M.D., Los Angeles 


“FROZEN SHOULDER” is fundamentally a symptom 
resulting from immobilization due to any of a num- 
ber of causes. Regardless of the cause, motion at 
the glenohumeral joint is restricted both in rotation 
and in elevation, Muscular weakness arises second- 
arily from atrophy of disuse and also from the fact 
that muscles lose some of their power in attempting 
to work in an adapted shortened position. 

In younger persons, frozen shoulder usually fol- 
lows severe trauma or unusually prolonged immobil- 
ization or inflammation of shoulder structures. In 
persons beyond 40 years of age the condition may 
arise from milder causes. It may be accompanied 
by various degrees of degeneration of the shoulder- 
joint synovia, the biceps tendon and the musculo- 
tendinous cuff. Any pain or trauma leading to im- 
mobilization, or even immobilization alone, can lead 
to frozen shoulder. 


Intrinsic causes of frozen shoulder include: 
1. Bicipital tendonitis.® 
. Calcific tendonitis. 
. Inflammatory bursitis.* 
. Rupture of the supraspinatus tendon.’ 


. Trauma to the shoulder joint: 
a. Direct—fractures, sprains, contusions, and 
dislocations, Repeated microtrauma. 
b. Indirect—transmitted as in a fall on an out- 
stretched arm. 


Extrinsic causes, fundamentally secondary to im- 
mobilization, include: 
1. Trauma to the arm. 
. Mastectomy. 
. Cardiac operations. 
. Thoracoplasty. 
. Scar tissue from surgical operation or burns. 
. Radicular pain. 
. Brachial plexus injury. 
. Coronary disease—shoulder-hand syndrome. 


OWNAAN Sw WN 


. Spastic hemiplegia. 
. Debilitating pulmonary or metabolic disease. 


— 
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e Frozen shoulder, rare in the young but more 
easily incurred after age 40, is a result of im- 
mobilization from any cause. Atrophy is the first 
phase, followed by shortening of soft tissues, 
pain on extension, spasm contractures and ad- 
hesions. 


Mobilization is urgent to prevent contractures. 
Rotation is the most important exercise, and 
should be done with the upper arm supported in 
nearly horizontal extension to prevent the hu- 
meral head from impinging on the acromion. 
From this position the forearm, lifting or pulling 
down in a forward are against weights and pul- 
leys, restores the rotatory power of the shoulder. 


Besides the shortening of soft tissues and the 
secondary muscular atrophy, a certain degree of 
spasm usually results from the pain, and causes 
muscle shortening. If this shortening continues it 
can eventually result in contracture or in permanent 
irreversible shortening due to structural changes in 
the tissues. It must be remembered that the other 
joint structures, such as the capsules and the coraco- 
humeral ligament, also are involved in the short- 
ening, and there may also be adhesions, both intra- 
capsular and extraarticular. 


De Palma? thus describes the chain reaction re- 
sulting from functional activity: “Muscle tone is 
diminished, and muscle atrophy supervenes. The 
normal delicate balance of the metabolic processes 
of the tissues is disturbed, and there follows a slow- 
ing down in the circulation and venous and lym- 
phatic stasis. All soft tissues adjacent to and 
comprising the musculotendinous cuff become sat- 
urated with serofibrinous exudates which provide 
the fibrin responsible for formation of capsular, 
synovial, fascial, intermuscular and intramuscular 
adhesions. A low grade chronic inflammatory proc- 
ess ensues which involves all the tissues affected.” 
These effects may be reversed by early functional 
activity. 

Unless reversed early, shoulder immobilization 
may reach a point at which pain no longer occurs 
unless movement is attempted. The pain at this stage 
is due to attempted stretching of the tight contracted 
tissues. 

The most common symptoms of frozen shoulder 
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are: shoulder pain, particularly felt at night in lying 
on the affected side; tenderness about the shoulder, 
particularly over the biceps tendon; in other cases 
no tenderness at all, but deep pain in the shoulder; 
radicular symptoms of pain and paresthesias in the 
hand; parascapular and cervicodorsal symptoms. 

In some cases the muscular involvement becomes 
widespread and leads to symptoms around the scap- 
ula and in the cervical and thoracic spinal area. 
These, in turn, may give rise to secondary radicu- 
litis. Often it is these secondary tissue alterations 
which require treatment, as the primary condition 
may have been self-limiting. 


TREATMENT 


The most urgent need in treatment is to mobilize 
joints before contractures develop. Early mobiliza- 
tion, which frequently will shorten the period of 
convalescence and prevent the formation of a rigid 
frozen shoulder, can be carried out in practically 
every predisposing condition except non-impacted 
fracture or severe infection. The use of such devices 
as ultrasound, heat and electrical stimulation de- 
“pends on the predisposing factors and the extent 
to which the condition has progressed. 


The normal scapulohumeral ratio is 1:2—that is, 
for every degree the scapula moves the humerus 
moves two. Since this ratio is disturbed by loss of 
movement at the scapulohumeral joint, attempts to 
compensate by increased range of scapular rotation 
may give rise to pain over the inferior angle of the 
scapula where the attachment of the latissimus dorsi 
may be strained.* Since the greatest degree of short- 
ening occurs in the rotators, prime emphasis must 
be placed on restoring rotation because: (1) lateral 
or external rotation is necessary in elevation, lest 
the greater tuberosity impinge on the acromion; 
(2) the rotators act to depress and fix the humeral 
head in the glenoid cavity (one of the characteristics 
of this disorder is the elevating of the shoulder as 
the head of humerus rides high in the glenoid). 

Mobilization of the shoulder can be achieved by 
passive stretching exercise, but because of the pain 
it is frequently advisable to use methods partly 
under the patient’s control. Purely passive stretch- 
ing in a forceful manner may increase pain and 


consequently muscle spasm. Useful methods include. 


pulley therapy, spring therapy, countertraction, Cod- 


man exercises and the use of an apparatus to obtain 
shoulder rotation. 

While shoulder wheels of various types have been 
devised, those in common use have a fundamental 
disadvantage: It is frequently impossible for the 
patient to make a complete cycle because during the 
upswing the greater tuberosity impinges on the 
acromion. 

The author therefore has developed a different 
technique for exercising internal and external rota- 
tion of the shoulder. This method can be used in 
addition to resistive exercises and countertraction. 

The patient’s upper arm, extended laterally at 
less than 90° of elevation, is strapped to a standard 
in such a way that the humeral head is depressed 
and impingement on the acromion is less likely to 
occur. In this position he swings the forearm in a 
forward arc, pulling on a weighted cord—either for- 
ward and down from an overhead pulley or back- 
ward and up from a lower pulley. In swinging 
downward against the weight, he develops strength 
in the internal rotators in a resistive manner, and 
in the return motion the countertraction of the 
weight provides an assistive stretching force on the 
internal rotators. In the lifting exercise with the 
lower pulley the converse occurs to the external ro- 
tators. 

Experience in the therapeutic measures used in 
the treatment of frozen shoulder has demonstrated 
that it is not the use of one modality but the com- 
bined effect of a number of modalities, that brings 
about the desired result. The analgesic and tissue- 
softening effects of heat, massage and ultrasound 
may be indicated before the exercises. Also it may 
frequently be wise to repeat the analgesic effects 
of heat after the active phase of the treatment. 


a of Physical Medicine and Rehabilitation, Queen of 
Angels Hospital, Los Angeles 26. ° 
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An Intermediate Psychiatric Facility 


The Usefulness of a Place for Treatment Between 
Hospital and Home 


EUGENE ZISKIND, M.D., and JOSEPH PESSIN, M.D., Los Angeles 


IN DEALING WITH mental. illness, there is a trend 
away from hospitalization and toward treatment of 
the patient in his normal milieu. This trend is based 
on a new appreciation of the psychological support 
found in familial surroundings and daily living 
routines, but is also the result of a more effective 
set of therapies. Therapeutic lag—the failure of 
practice to keep abreast of new advances—is costly 
both in terms of health and money. The psychiatric 
facility to be described takes advantage of these 
advances with enhanced effectiveness and new 
economies. 


The psychiatric hospital is expensive mostly be- 
cause of the bed-patient and security-ward care that 
it supplies. Modern therapies are making this kind 
of care progressively less necessary. Patients not 
needing it can be treated less expensively, and often 
more effectively, in other facilities. Some of the fac- 
tors involved are: 


1. Building and personnel costs for traditional 
psychiatric hospitals are from two to four times as 
great as for facilities not supplying bed-patient and 
security-ward care. 

2. Use of facilities of the latter type, located in 
the patient’s community, permits earlier discharge 
from state hospitals and better rehabilitation oppor- 
tunities. 


3. Availability of electroconvulsive therapy, drug 
therapies and brief psychotherapy in such facilities 
not only maintains therapeutic continuity for pa- 
tients who might otherwise need to return to the 
state hospital because of unpredictable relapses, but 
also permits initial treatment of patients from the 
community, often making state hospital care un- 
necessary. 

4. Outpatient electroconvulsive therapy and day- 
care programs still further reduce the number of 
inpatient days. 

The essential elements therefore of the facility to 
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e A new kind of psychiatric facility to deal with 
patients returning to their community from a 
state hospital or with patients newly ill and 
treatable locally, combines a number of features 
in the interests of economy and enhanced effec- 
tiveness. Its economy arises from: (1) The ex- 
clusion of bed-patient and security-ward care for 
patients not in need of them; (2) a shortened 
hospital stay resulting from rapid treatment 
procedures (electroconvulsion, brief psychother- 
apy and drug therapy); (3) a flexible shifting 
to outpatient or day care as soon as practicable. 
Enhanced effectiveness of therapy arises from 
earlier discharge from state hospitals, earlier 
treatment of patients from the community, as 
well as comprehensive utilization of multiple 
therapeutic modalities. 


be described are: (1) Its location in the com- 
munity; (2) absence of bed patients; (3) absence 
of security wards; (4) a full complement of thera- 
peutic modalities, including rehabilitation (long- 
term intensive psychotherapy or psychoanalysis are 
not included) ; (5) flexible interchange of inpatient, 
day-care and outpatient programs, which reduces 
hospital stay to a minimum. 

Such a facility, Gateways, was founded by the 
Jewish Committee for Personal Service,* an agency 
which 35 years ago pioneered in social services to 
residents of state hospitals and penal institutions. 
Although these institutions now have their own 
social workers, J.C.P.S. still maintains contacts be- 
tween patients and relatives before, during and after 
intramural care. It became apparent to the director 
of J.C.P.S. that a facility to house patients dis- 
charged from state hospitals, as an aid to their 
rehabilitation, would serve a useful purpose. Such a 
facility was established and called Gateways. 

It was known that some former hospital patients 
do relapse. For many of them, one or a few electro- 

*The Jewish Committee for Personal Service, one of the agencies 
of the Los Angeles Federation of Jewish Welfare Organizations, was 
organized in 1923. At a later date, Dr. Aaron Rosanoff, noted psy- 
chiatrist, had many discussions on the desirability of a home-care rO- 
gram as a function of the J.C.P.S., of which he was then president. 
After he was appointed Director of State Institutions in California he 
took with him the Director of J.C.P.S., Nathan Sloate, to establish 
the family care program for the state mental hospitals. This expanded 
greatly and set the pattern for other states. In keeping with its tradi- 
tion of promoting advanced programs not yet incorporated into gov- 


ernmental agencies, the J.C.P.S. decided to conduct the pilot experi- 
ment described herein. 
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convulsive treatments can overcome the relapse. 
Therefore, it was planned at the outset that such 
treatments be made available on an inpatient and 
outpatient basis in Gateways. This could be done 
with essentially the same minimal overhead expen- 
ses. These services could also be extended to suit- 
able patients in the community who had not gone 
to state hospitals—perhaps making such an even- 
tuality unnecessary. 


Gateways began in 1954 with ten beds in metro- 
politan Los Angeles. It was designed to receive 
mental patients, both from state hospitals and the 
community, who might be restored to normal com- 
munity living by minimal care. Only patients who 
require no confinement to bed and no security-ward 
provisions have been accepted. Patients requiring 
electroconvulsive therapy remain in bed for one or 
two hours in a special treatment room separated 
from the main building. 

Patients are admitted from state hospitals irre- 
spective of the kind of mental illness. The sole 
criterion is the ability to profit from a short stay in 
a rest home environment while completing plans 
for readjustment into the community. Among pa- 
tients from the community, those with psychotic 
depressions form the largest group. The maximum 
period of stay is fixed at two months. Indigent 
patients are treated without charge; others are “part 
pay.” Somatic therapies (drug and electroconvul- 
sive) and the short-term psychotherapies (individual 
and group) are included. The flexible character of 
the program permits patients to be in the hospital 
for short periods and to be observed subsequently 
as outpatients, or to be treated as outpatients or day 
patients from the beginning. Each patient admitted 
is examined by a psychiatrist to ascertain that his 
needs do not exceed the services available. 

The professional personnel at first included a 
half-time psychiatrist, a graduate nurse and two 
undergraduate nurses, two social workers, four part- 
time volunteer psychiatrists and a board of con- 
sultant medical specialists. Later a second half-time 
psychiatrist, a full-time psychologist and a full-time 
occupational therapist were added to the staff. The 
bed capacity has been increased from 10 to 24. 
There has always been a large corps of women 
volunteer workers. A recent donation of a quarter of 
a million dollars to the agency makes further ex- 
pansion a reality. 

The merit of an intermediate psychiatric facility 
of this kind is that it cares for certain unfulfilled 
needs, meets many needs more effectively than out- 
of-town hospitals and results in considerable sav- 
ings. It is not intended to displace the traditional 
mental hospital, but it should reduce the number of 
such hospitals. 

For the recovering state hospital or ex-hospital 
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patient, Gateways provides a valuable transition 
back into community living. Ready access to the 
community, guidance by trained staff with case 
work and short-term psychotherapeutic techniques, 
drug therapies when necessary and flexible inter- 
play of inpatient, day-care and outpatient programs 
—all together maintain a continuity in rehabilita- 
tion not equalled otherwise. For the patient previ- 
ously treated with electroconvulsion the availability 
of the facility for relapses or maintenance therapy 
often prevents return to the state hospital. 


In customary rehabilitation homes* without these 
aids, patients often have. to return to the state hos- 
pital for single or widely spread treatments. Without 
the local availability of electroconvulsive therapy, 
patients are not released from state hospitals as 
early as they might otherwise be. The need to ascer- 
tain whether the patient is free from a relapsing 
tendency causes the hospital to keep the patient for 
one or more months after he appears to be recovered. 
Earlier release to a halfway house like Gateways 
may be a way of determining whether an occasional 
treatment or further support is necessary (in many 
cases a decision that cannot be adequately ascer- 
tained until the patient is released into the com- 
munity). A facility like Gateways therefore makes 
possible earlier and more satisfactory trials at re- 
habilitation and avoids the frustration and failure 
often occasioned by relapse. 


Most communities supply no outpatient electro- 
convulsive therapy except privately. Although there 
are several private psychiatric facilities where am- 
bulatory patients can receive such treatments, there 
is no community resource in Los Angeles giving this 
service other than Gateways. Psychiatric hospitals 
in the community—or psychiatric units in general 
hospitals—rarely have the facile interplay of out- 
patient and inpatient care available at Gateways. 


For the patient from the community the same 
advantages obtain as for the former state hospital 
patient. An additional advantage is that state hos- 
pital care may be obviated. Often the patient comes 
for treatment earlier because he is less likely to feel 
stigmatized. Earlier care sometimes can shorten the 
course of treatment. The actual number of hospital 
days is also usually reduced because of the avail- 
ability of day-care and outpatient programs as soon 
as inpatient care is no longer necessary. In many 
cases outpatient therapy alone suffices. Electrocon- 
vulsive therapy under these conditions has often 
saved patients their jobs, prevented disorganization 
of careers and avoided disruption of families. Such 
tragic consequences of longer state hospitalization 


*Such “halfway houses” operated by nonprofessional personnel are 


based on the supposition that state hospital patients discharged to them 
are recovered and have no ee tendencies, although this fre- 
ont is not so and is something that cannot be predicted in indi- 
vidual cases, 
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are well known. Earlier treatment also prevents a 
number of deaths from suicide. 


In addition to the foregoing enhanced services, 
the two-way house like Gateways is more economi- 
cal. It replaces much more costly mental hospitals 
for a segment of the psychiatric patients and it 
can care for patients less expensively. There is a 
reduction of the initial building costs ($5,000 in 
contrast to $20,000 per bed) and a reduction in per- 
sonnel and operating costs. Because of both out- 
patient and day-care programs, the number of hos- 
pital days is reduced. The cost to Gateways is $200 
per patient for the average span of treatment. This 
compares favorably with the cost per patient in 
other psychiatric agencies. In one community agency 
the cost per patient is $2,000 a year and the therapy 
may extend beyond one year. In private practice, the 
cost for services comparable to those at Gateways is 
from $600 to $1,500. 


The savings to the patient, his family and society 
also go beyond the matter of hospital costs. There 
is the shortening of the period of unemployment of 
the patient, and, as was said before, at times the 
preservation of a job without interruption. The 
economic gains are reflected in personal rehabilita- 
tion and social benefits as well. A midway home like 
Gateways has many merits to recommend its dupli- 
cation in communities throughout the world. 


At Gateways priority is given to procedures which 
help the largest number with the least expense. 
Priority is also given to patients whose suffering 
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can be remitted quickly by these economical pro- 
cedures. 

Gateways is able to make its contribution to men- 
tal care by selecting patients who respond to rapid 
treatment and who do not require bed and security- 
ward care. Actually, the therapeutic modalities at 
Gateways include nothing new—merely a more 
efficient utilization of familiar techniques in special 
circumstances. 

In no small part the achievements of Gateways 
are based on commitment to the rapid treatment 
techniques on an outpatient as well as inpatient 
basis. Psychiatrists differ widely as to their con- 
fidence in shock therapy, brief psychotherapy and 
drug therapy.. Some of them even believe that an 
inherent irreconcilability exists between the various 
modalities mentioned and long-term intensive psy- 
chotherapy, including psychoanalysis. Actually there 
are no dichotomies among the various psychiatric 
techniques. Each is a different modality, a different 
tool. Each has its indications and contraindications, 
each its merits and its deficiencies. 

Suffice it to say that unless one has an open mind 
to the value of the rapid treatment techniques and 
the flexibility of their utilization on an outpatient 
as well as inpatient basis, the merits of a program 
like Gateways will not be visualized. Its effectiveness, 
easily verified, is the practical answer to the skep- 
ticism of psychiatrists of varying therapeutic phi- 
losophies. Gateways has been constantly filled and 
is continually expanding. 

2007 Wilshire Boulevard, Los Angeles 57 (Ziskind) . 





Seizure Problems in 250 Cerebral Palsied Adults 


MARGARET H. JONES, M.D., and 


JOSEPH E. MASCHMEYER, M.D., Los Angeles 


BECAUSE THE INCIDENCE of convulsions in cerebral 
palsied children is reported to be between 32 per 
cent? and 47 per cent,® review of the seizure problem 
in adults with cerebral palsy is important for indi- 
vidual and community planning for these patients. 
This report presents data regarding seizure problems 
occurring in a group of 250 cerebral palsied persons 
between 16 and 52 years of age. This unselected 
group comprises the total number evaluated at the 
Vocational Training Center, United Cerebral Palsy 
Association of Los Angeles County, between Febru- 
ary 1954 and June 1957. 

Data from the history, as given by the patient 
and/or his family, showed that 32 per cent (81 of 
the 250) had had one or more convulsions. No 
attempt has been made in this report to differentiate 
the types of seizures other than to indicate any 
known focal elements, as the histories were not de- 
tailed enough to give this information accurately. 
The group consisted of 158 males and 92 females; 
of these, 53 males and 28 females gave a history of 
seizures. 

For the purpose of this study, patients were 
divided into groups according to age at occurrence 
of convulsions as shown in Table 1. 

Approximately one-third (26) of the 81 who had 
had convulsions at some time during childhood con- 
tinued to have a seizure problem after 16 years of 
age. In no case did seizures begin after 16 years of 
age. 

In reviewing the group whose seizures occurred 
in the neonatal period only (Table 2) it was noted 
that there were abnormal natal factors in all but 
one case. Abnormal natal factors included a history 
of trauma, respiratory difficulty, neonatal limpness 
or rigidity, and other findings which appeared to be 
of sufficient significance to suggest central nervous 
system damage. 

Despite the fact that seizures occurred only dur- 
ing the neonatal period, sixteen of the eighteen 
patients later showed moderate to severe quad- 
riplegic physical involvement. Only one was born 
prematurely. 


From the Department of Pediatrics, University of California at Los 
Angeles, and the Department of Physical Medicine and Rehabilitation, 
College of Medical Evangelists, Los Angeles. 

Presented before the Section on Physical Medicine at the 87th 
Annual Session of the California Medical Association, Los Angeles, 
April 27 to 30, 1958. 


338 


e Seizures occurred at some time in 81 (or 32 
per cent) of an unselected, consecutive series of 
250 cerebral palsied persons between the ages 
of 16 and 52 years, an incidence similar to that 
reported by other investigators in groups of 
cerebral palsied persons who were mainly chil- 


dren. 


The incidence of seizures of any kind after 
16 years of age in the present series was 10 per 
cent as compared with 0.5 per cent in the gen- 
eral population. Half of the 10 per cent had 
more than six convulsions despite drug therapy, 
and the other half had fewer than six. 


Of thirty-six who had convulsions in the neo- 
natal period, only four had seizure problems as 
adults, even though most showed moderate to 
severe physical handicap after age 16. 

Data on the small group of paraplegics in the 
present study, all spastics, were in accord with 
reports by other investigators with regard to 
decreased incidence of seizures in cerebral pal- 
sied patients with normal upper extremities. Of 
the thirteen (5 per cent of the 250) whose 
seizure problems continued to ‘be clinically sig- 
nificant in adult life, ten had had frequent 
seizures in childhood. Eight were hemiplegic. 
There appeared to be no relationship between 
the severity of physical handicap and the inci- 
dence of seizures after age 16. 


TABLE 1.—Data on Continuance of Epileptic Seizures in a Group 
of Cerebral Palsied Adults Who Had Had Seizures Before Age 16 


Number of 
Patients 
Seizures before Age 16 years 


I. Before 16 years of age only 
Neonatal only 
Birth to 6 years. 
Birth to 16 years 


II. Continued after 16 years of age 
Occasional seizures 
Many seizures 


Table 3 shows that, excluding those with seizures 
in the neonatal period only, twenty-five reported no 
fits after the first six years of life. 

In the patients who had seizures between birth 
and six years of age (Table 3), the proportion con- 
sidered to have had abnormal natal factors (14 of 
25) was a little more than half, compared with 92 
per cent in the group with seizures limited to the 
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TABLE 2.—Patients with Seizures Limited to Neonatal Period 
(Birth to One Month) 


(Total number, 18) 


Incidence 


Cause: 
Prenatal factors 
Natal factors 
Postnatal factors 
Unknown 


Extent of handicap: 

Paraplegia 

Hemiplegia 

Triplegia 

Quadriplegia : 
Severity of physical handicap: 

Mild 

Moderate 

Severe 


neonatal period. Again quadriplegics predominated 
with roughly- equal numbers being mildly, moder- 
ately and severely involved physically. Convulsions 
usually occurred infrequently, and often were asso- 
ciated with a febrile illness. They were focal in one 
patient only. Thirty-six per cent of the patients in 
this group were born prematurely, Premature birth 
occurred more often in this group than in any other 
(nine of a total of seventeen prematures in this 
series), and most of the very small prematures were 
included in it. 


Omitting the groups with seizures in the neonatal 
period only and also those whose seizures ceased by 
age six, twelve patients reported convulsions con- 
tinuing to some period between six and sixteen 
years (Table 4). Natal abnormality was noted 
in the majority, and the entire group appeared 
to have had damage of the central nervous system 
from the time of birth. None had illness or accident 
after birth as a causative factor. All but one were 
quadriplegic, and ten were moderately or severely 
involved physically. Half were estimated to have 
had more than six seizures. Again a small propor- 
tion, three of the twelve, had seizures in the neonatal 
period. Three were born prematurely. 


Of the patients reporting only occasional convul- 
sions after 16 years of age (Table 5), half had a 
history of some abnormality during the natal period; 
ten of the thirteen probably were affected from birth. 
None had been born prematurely. Five were hemi- 
plegic, a proportion greater than in any of the 
preceding groups, although the majority had all 
four extremities affected. Most were moderately 
involved physically. Four, or approximately one- 
third, reported focal episodes, and over one-half had 
more than six seizures. Of these, three had them 
frequently in childhood. 


Of those having many seizures either with or 
without medication after 16 years of age (Table 6), 
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TABLE 3.—Patients with No Seizures After Six Years (Excluding 
Those with Neonatal Seizures Only) 


(Total number, 25) 
Incidence 


Cause: 


Prenatal factors 
Natal factors 
Postnatal factors 
Unknown 


Extent of physical handicap: 
Paraplegia 
Hemiplegia 
Triplegia 
Quadriplegia 

Severity of physical handicap: 
Mild 
Moderate 


Number of seizures: 


*Few — Fewer than six. Many = Six or more. 


TABLE 4.—Patients 16 Years of Age and Over with Seizures, Not 
Including Those Whose Seizures Ceased by 6 Years of Age 


(Total number, 12) 


Incidence 


Cause: 
Prenatal factors 
Natal factors 
Postnatal factors 
Unknown 


Extent of physical handicap: 
Paraplegia 
Hemiplegia 
Triplegia 
Quadriplegia 
Severity of physical handicap: 
Mild 
Moderate 
Severe 


Number of seizures: 
*Fewer than six seizures. 


about half appeared to have had natal abnormalities 
or were thought to have had central nervous system 
damage from birth. Three of the thirteen were born 
prematurely. Many were hemiplegic and moderately 
involved physically. The number of cases judged 
due to postnatal causes, five of thirteen, was pro- 
portionately greater than in any of the other groups. 
No paraplegics in this series had seizures after 16 
years of age. In this group, those with natal and 
postnatal etiological factors, ten of thirteen, had 
very many seizures in childhood. Only one person 
in this group had neonatal seizures. In all patients 
convulsions were a continuing problem, rather than 
one that had not begun until adult life. In seven of 
the thirteen the seizures were thought to be focal. 
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TABLE 5.—Patients with Occasional Seizures Continuing 
After Age 16 


(Total number, 13) 
Incidence 


Cause: 


Prenatal factors 

Natal factors 

Postnatal factors 

Unknown (present from birth, 3) 


Extent of physical handicap: 
Paraplegia 
Hemiplegia 
Triplegia 
Quadriplegia 


Severity of physical handicap: 
Mild 
Severe 


Number of seizures: 
Few 


Comparing the group having seizures only before 
16 years of age (Group I, Table 7) with the group 
whose seizures continued after 16 years (Group II), 
suggests certain trends. Relating seizure incidence 
to possible cause of the central nervous system 
damage, we find natal abnormality in 39 of 55 
(70 per cent) in Group I, and in 12 of 26 (46 per 
cent) in Group II. Group II shows a proportion- 
ately greater number with postnatal factors than 
Group I; focal seizures appeared to be more fre- 
quent in Group II also; the incidence was 5 of 55 
in Group I and 7 of 26 in Group II. 


The topographical distribution of physical handi- 
cap (Table 8) shows no paraplegics in the second 
group, and a considerable increase in the proportion 
of hemiplegics in Group II. Of the seventeen hemi- 
plegics, twelve reported natal problems as a possible 
etiological factor, and five were thought to result 
from illness or accident in the postnatal period. The 
high proportion of quadriplegics in the first as 
compared with the second group is noteworthy. 


The severity of the physical handicap did not 
vary widely in the two groups (Table 9). There 
were relatively more seizures in childhood than in 
adult life in the group having severe physical in- 
volvement. Thus the disabling factor in these se- 
verely involved cerebral palsied adults was more 
often due to the physical handicap than to the 
convulsive problem. 


Table 10 indicates the difference in the incidence 
of seizures for each clinical type of cerebral palsy 
in the two groups. In the group with convulsions 
continuing after age 16 years, there was a decided 
preponderance of spastics (18 of 26), and thirteen 
of the eighteen spastics in this group were hemi- 
plegics. Of patients showing some form of abnormal 
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TABLE 6.—Patients with Many Seizures Continuing After Age 16 
(Total number, 13) 


Incidence 


Cause: 


Prenatal factors 

Natal factors 

Postnatal factors 

Unknown (present from birth, 1) 


Extent of physical handicap: 
Paraplegia 
Hemiplegia 
Triplegia 
Quadriplegia 


Severity of physical handicap: 
Mild 
Moderate 


Number of seizures: 


TABLE 7.—Selzures Correlated with Causes in Two Groups of 
Cerebral Palsied Adults, One with Seizures Ending Before Age 
16, the Other with Continuing Seizures 


Group II 
Seizures 
Under Continuing 
16 Years After 16 
Etiology Years 


Group I 
Seizures 


Prenatal factors 1 
Natal factors 12 
Postnatal factors c 
Unknown 6 


55 (focal, 5) 26 (focal, 7) 


TABLE 8.—Selzures Correlated with Extent of Physical Handicap 
in Two Groups of Cerebral Palsied Adults, One with No Seizures 
After Age 16, the Other with Continuing Selzures 


Group II 
Seizures 
Extent of Under Continuing 
Physical 16 Years After 16 

Handicap Years 


0 
Hemiplegia 13 
Triplegia : 
Quadriplegia 11 


Totals 26 81 


Group I 
Seizures 


motion (athetosis, rigidity, tremor, etc.), the ma- 
jority (28 of 33) had convulsions during childhood 
only. 


DISCUSSION 


According to Brain,’ the incidence of epilepsy 
in the general population is 0.5 per cent. He noted 
Patrick’s and Levy’s report of infantile convulsions 
occurring in 4 per cent of normal children. Thom® 
reported a 7 per cent incidence. That is, one child 
in every 14 to 25 has a seizure at some time, as 
compared with one adult in every 200. 


The incidence of convulsions at one time or an- 
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TABLE 9.—Seizures Correlated with Severity of Physical Handicap 
in Two Groups of Cerebral Palsied Adults, One with No Seizures 
After Age 16, the Other with Continuing Seizures 


Group I 
Seizures 
Severity of Under 16 Continuing 
Physical Years After 16 
Handicap Years 


5 
Moderate 17 
Severe 4 


Group Il 
Seizures 





Totals : 26 81 


other in the group of cerebral palsied adults in this 
study (32 per cent) was lower than the 47 per cent 
incidence reported by Perlstein, Gibbs and Gibbs® 
in a series of 1,500 cerebral palsied patients, aged 
three months to 20 years, but was close to the 35 
per cent noted by Wishik.® 


If the ratio of child to adult incidence of seizures 
in cerebral palsied persons were the same as that 
reported in the general population (namely 0.5 per 
cent in adults against 4 to 7 per cent in children), 
one would expect, statistically, that 2.3 to 4 per cent 
of the 250 adults in this study would have had 
seizures after 16 years of age; the actual incidence 
was 10 per cent, half having only occasional seizures 
and half having many poorly controlled convulsions. 


Perlstein, Gibbs and Gibbs suggested that this 
relatively greater persistence of seizures into adult 
life among the cerebral palsied persons as compared 
with unselected epileptics is due in part to the much 
higher incidence of petit mal in unselected epileptics 
(50 per cent) than in cerebral palsied (1.6 per 
cent) and the tendency for petit mal to disappear 
after adolescence. Studies of the electroencephal- 
ographic patterns in this series of 250 cerebral 
palsied adults are currently being carried out. These 
studies to date indicate a very low incidence of petit 
mal. Unfortunately, the histories available are not 
sufficient to serve as a basis for clinical diagnosis of 
type of seizures. The majority of those with many 
seizures after age 16 had frequent seizures in child- 


hood. 


Penfield and Jasper® said that “convulsive seizures 
which occur during the acute reactions to operative 
or traumatic brain lesions are of little significance 
with regard to the future development of habitual 
seizures.” In this series, only four of thirty-six hav- 
ing neonatal convulsions reported episodes at a later 
date, whereas many of those having neonatal ab- 
normality without neonatal convulsions did have 
episodes later. Could this indicate that seizures per 
se in the neonatal period are of little prognostic 
significance as to the problem of epilepsy later in 
life? They may be of considerable importance as an 
indication of later physical abnormality, since most 
of the patients in this series who had only neonatal 
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TABLE 10.—Incidence of Clinical Types of Cerebral Palsy in Two 
Groups of Cerebral Palsied Adults, One with Seizures Before Age 
16 Only, the Other with Continuing Seizures 


Group I 
Seizures 


Group Il 
Seizures 
Under Continuing 
16 Years After 16 
Clinical Type Years 


Spastic 18 40 
Dyskinetic 5 33 
Ataxic 0 0 
Others 3 8 





Totals : 26 81 


TABLE 11.—Incidence of Seizures After Age 16 Correlated with 
Degree of Physical Handicap (250 Cerebral Palsied Adults) 


Number 
Having 
Seizures 
Degree of Total After 
Physical Handicap Number Age 16 


Moderate 17 
Severe 4 
Unclassified 0 


AMICON ch Fe EE ae et 250 26 


seizures were later found to be moderately to se- 
verely physically handicapped. 

Brain! cited Patrick and Levy’s data that 40 per 
cent of epileptics had a history of “infantile con- 
vulsions.” In 12 of the 26 epileptic cerebral palsied 
adults in the present study, the onset of seizures 
was under age six. 


Perlstein and Hood’ found 43 per cent of 334 in- 
fantile spastic hemiplegics to have seizures. In the 
present series, seventeen of the forty hemiplegics 
had such episodes, a similar proportion. Of these 
seventeen, thirteen continued to have a seizure 
problem after 16 years of age. In four of the thir- 
teen cases the seizures were due to postnatal causes. 


Merritt*® said, “The frequency of convulsive seiz- 


. ures in organic diseases of the central nervous 


system is not directly related to the severity or de- 
gree of cerebral damage.” This view appears to be 
confirmed in the present series, as shown in Table 
11. Seizure problems did not appear related to the 
severity of the physical handicap. 


On comparing the characteristics of this group 
of 250 adults with 1,287 cerebral palsied children 
seen at three cerebral palsy diagnostic clinics in Los 
Angeles County,‘ it was found that the patients in 
the two series were very similar as to type, degree 
and extent of physical handicap, incidence of seiz- 
ures and intelligence. Therefore, this unselected 
series of 250 adults can be said to be roughly com- 
parable to the child population seen at diagnostic 
clinics in Los Angeles County. 

5201 Beverly Boulevard, Los Angeles 4 ( Jones) . 
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For Your Patients—A number of specialists have asked that a slight copy change be made in 
Message No. 1. This has been done and now Message No. 1A is available as well as Message No. 


A Personal Message to YOU: 


I consider it both a privilege and a matter of duty to be available in case of an 
emergency. However, you can understand that there are times when I may not be on call. 
I might be at a medical meeting outside the city, on a bit of a vacation—or even ill. 

Consequently, I thought it would be a good precaution if—on this gummed paper 
which you can paste in your telephone book or in your medicine cabinet—I listed num- 
bers where I can be reached at all times. Also, the number of a capable associate as an 


added service. Here they are: 


OFFICE 


OFFICE 


HOME 


ASSOCIATE DOCTOR 


Sincerely, 


MESSAGE NO. IA. Attractive, postcard-size leaflets printed on gummed paper, you to fill in tele- 
phone numbers and your signature. Available in any quantity, at no charge, as another service to CMA 
members. Please order by Message Number from CMA, PR Department, 450 Sutter, San Francisco. 
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Suicide Problems in Medical Practice 


IN THE EVALUATION of a five-year review of suicide 
in a Veterans Administration hospital revealing 
that 11 patients killed themselves while patients in 
a general hospital, it became apparent that suicide 
occurs in medical settings more frequently than has 
been previously recognized, acknowledged or re- 
ported. This implies a need for physicians to become 
more aware of clinically observable psychiatric fea- 
tures in “nonpsychiatric” patients which are sug- 
gestive of suicide risk. 


Patients in this study were selected specifically as 
“nonpsychiatric” patients, and therefore, except for 
their veteran status, were comparable to other pa- 
tients in general hospitals. The review deals with 
suicides committed in the period December, 1948 
to December, 1953. No attempt is made to draw 
statistically valid conclusions from this small sam- 
ple, and only general trends or clinical impressions 
are discussed. 

In this series, all of the patients were male veter- 
ans with a wide range of age (from 26 to 65 years), 
different racial extractions (nine Caucasian, two 
Negro), religious affiliations (six Protestants, three 
Catholics, one with “no religion” and one with reli- 
gion unknown), marital status (six married, three 
divorced and two single) and occupational status 
(five unemployed, two retired, two aircraft workers 
and two students). Many of the social factors ob- 
served in other studies of suicide were present in the 
11 cases at this hospital. The typical patient was a 
socially dislocated, unemployed or pensioned, phy- 
sically ill, elderly male veteran who committed 
suicide at the beginning or end of the week (about 
50 per cent on Mondays) during the night nurse 
shift (approximately two-thirds between 11 p.m. and 
6 a.m.) by jumping from a hospital window. 


In a review of the charts it was observed that in 
many cases a note was made immediately following 
admission to the effect that the patient’s emotional 
and mental status was but minimally disturbed, 
and there were no notations of psychiatric aberra- 
tions which openly suggested suicidal hazard. But 
very often on admission there were suggestive signs 
of psychiatric disturbance which were noted in the 
record but not interpreted as such. None of the 11 
patients (with the exception of one who came in 
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e Increasing awareness by physicians in general 
medical practice of the possibility of suicide in 
nonpsychiatric patients is indispensable for the 
evaluation of suicide risk and for a practical ap- 
proach to the problem of prevention. 

An analysis was made of the records of 11 
cases of suicide by medical and surgical patients 
who were in a general nonpsychiatric Veterans 
Administration hospital for evaluation and treat- 
ment of physical disease. 

It was noted that the general hospital staff had 
a low index of suspicion of the possibility of sui- 
cide in general hospital patients. 

It appeared from this study that there is a 
definite suicide risk in older persons hospital- 
ized for physical illness who develop psychotic 
reactions during the course of their illness and 
hospitalization. The signs and symptoms of toxic 
and organic psychosis in these older patients 
were not recognized and their significance rela- 
tive to suicide risk was not appreciated. Al- 
though psychiatric signs of severe emotional dis- 
turbance appeared clinically obvious at least 24 
hours before suicide in ten of the eleven pa- 
tients, no suicide risk was considered present, 
nor were adequate precautions taken by the hos- 
pital staff. This was owing to the lack of psychi- 
atric orientation among the nonpsychiatric physi- 
clans. 


with a diagnosis of suspected acute barbiturate 
intoxication) had a diagnosis of psychiatric disease 
on admission, and none had a diagnosis of psycho- 
sis at any time during the period in hospital. 


Four of the 11 patients had chronic respiratory 
disease and three had arteriosclerosis. Eight of the 
patients were responding favorably to medical treat- 
ment at the time they killed themselves. Three were 
steadily deteriorating; they were not psychotic but 
showed increasing agitation and some depression 
related to the progress of illness, and they had an 
extremely strong emotional reaction to pain and 
disability. Only one patient would have been con- 
sidered so critically ill that he would have died 
shortly of disease. 

Ten of the patients jumped from a hospital win- 
dow or from an open ramp to the ground four or 
five floors below. The other cut his throat. 

Four of the five patients who killed themselves 
within five days after admittance appeared psy- 
chotic. Two of the three patients who were in hos- 
pital for ten days or more before suicide showed 
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gradual development of psychosis. Three killed 
themselves on the second or third day in the hos- 
pital. The two youngest patients, who were Negroes, 
killed themselves soonest. 

From the psychiatric data available it was noted 
that although nine of the eleven patients had a his- 
tory of significant neuropsychiatric disorder, in only 
one patient was this history significant with respect 
to suicide risk. Of greater importance was the con- 
clusion drawn from a review of the data, that sui- 
cide hazard in patients of the kind in this series 
could be evaluated solely from clinical observation. 
Upon retrospective analysis of the clinical data it was 
noted that eight of the eleven patients who killed 
themselves had unrecognized psychosis, seven with 
organic psychotic reactions and one with an involu- 
tional psychotic reaction. Of the seven with or- 
ganic psychosis, four had organic confusion states 
with psychotic depressive reactions associated with 
chronic brain damage syndromes, and three showed 
toxic psychotic reactions associated with acute and 
chronic alcoholism. 

The three remaining patients, all over 60 years of 
age, showed obvious signs of emotional disturbance 
related to their physical disease and distressing 
physical symptoms, but no clinical signs of psy- 
chosis could be inferred. Only one patient, however, 
showed serious enough physical disease with severe 
pain and disability to make suicide appear primarily 
related to the pain. In the case of the three non- 
psychotic patients, the act of suicide appeared to 
have been done on impulse for delivery from in- 
tolerable tension related to the severe emotional 
reactions to their disabilities. In all three, continu- 
ous dyspnea, unrelieved by treatment, appeared re- 
sponsible for stretching the tension to an intolerable 
degree. Factors in three areas were observed in 
these cases: (1) “Hysterical” personality make-up, 
(2) history of chronic progressive disease with signs 
of increasing respiratory difficulty not responding 
to treatment, (3) advanced age. 

Obvious psychiatric signs of severe emotional 
disturbance appeared at least 24 hours before sui- 
cide in ten of the eleven patients; seven of the ten 
were psychotic during this time. These patients 
showed clinical signs of mental deterioration, hal- 
lucinations and delusions, intense guilt feelings 
about alleged early sex activities, decided preoccu- 
pation with physical symptoms and physical dis- 
ability, pronounced feelings of self-depreciation, 
ideas of unworthiness, paranoid ideas or continuous 


excessive demands for help and treatment. One 
patient, in whom there were no significant psychi- 
atric signs at least 24 hours beforehand, did show 
sudden unprovoked anger and peculiar behavior 
immediately before suicide. 

It is assumed that all but one of the patients de- 
veloped strong suicidal impulses in the hospital 
while under observation and treatment. The acts of 
suicide appeared to be largely impulsive in nature, 
related to the organic confusion states. Since acute 
behavioral disturbances associated with acute and 
chronic brain damage syndromes are transient in 
most cases, and some of them reversible, high sui- 
cide risk in these states could be reduced by adequate 
temporary precautionary measures that almost any 
general hospital could carry out. 

Although no psychiatric signs which could be 
cited as specifically significant of suicide hazard 
were observed in the present study, the relationship 
between suicide risk and psychosis was apparent. 
The high suicide risk for psychotic persons, previ- 
ously stressed in the literature, may prove to be even 
higher for psychotic persons who have severe phy- 
sical illnesses requiring hospital care or for physi- 
cally ill patients who develop psychotic reactions 
during the course of their illness and hospitalization. 

A most arresting observation in this study was 
the general unawareness, on the part of the attend- 
ing physicians, of the clinical signs of toxic delirious 
states, and more especially an unawareness of the 
transient character of these clinical signs and of the 
rapidity of fluctuation in consciousness and sen- 
sorium. In only one case in the series was psychiatric 
consultation requested, and the patient killed him- 
self before it could be carried out. : 

Problems in the evaluation of psychosis and sui- 
cide hazard probably resulted from a number of 
factors: (1) Patients in a general hospital were 
not considered psychotic unless constantly and 
grossly disturbed in their behavior; (2) there ap- 
peared to be an unfamiliarity with the clinical 
manifestations of organic confusion states; (3) the 
suicide hazard had not been closely identified with 
organic psychosis by nonpsychiatric physicians who 
had a low index of suspicion of suicide in general 
hospital patients; and (4) psychiatric orientation 
among nonpsychiatric physicians generally appeared 
to be low. Hence it might be well for nonpsychiatric 
physicians to consider all patients having organic 
confusion states and toxic psychoses as suicide risks 
and take at least the minimal precautions. 

435 North Bedford Drive, Beverly Hills. 
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Admittance of Mental Patients 
A Ten-Year Study of Certification by Health Officer in Orange County 


EDWARD LEE RUSSELL, M.D., and RALPHE W. HARRIS, Santa Ana 


EVER SINCE Pinel? ordered the chains to be removed 
from the hands and feet of the insane at the Bicetre 
in Paris in 1792, there has been a ferment to de- 
velop an admission procedure that would minimize 
its police aspects without abridging the patient’s 
constitutional rights. This aim, shared by all promi- 
nent authorities in the field, grew out of the realiza- 
tion that a large majority of mentally ill patients are 
just “sick people” who require no coercion at all 
and need only to be admitted to the proper medical 
facility. On the other hand, the illogical mental proc- 
esses of the mentally ill patient necessitate that legal 
restraint be possible, if it is needed. 

The latest information obtainable indicates that 
in 1955, 17 states* provided for admission of pa- 
tients to mental hospitals by medical certification 
without judicial procedure. In some states the 
authorization is only for admission as voluntary pa- 
tients; in others it carries with it the authority to 
hold or detain. Seven states (Arkansas, California, 
Florida, Idaho, Missouri, New York and Utah) pro- 
vide that application for admission may be made 
by a local health officer. 

In California, the Statutes of 1947 added Article 
3.5, Sections 6610-12 (Admission on Certification) 
to the Welfare and Institutions Code.* This article 
provides an additional, but not exclusive, procedure 
for the admission of mentally ill persons to state 
hospitals. This section states: 


“Nothing in this article shall be construed as re- 
pealing any other provision of law providing for 
the admission of mentally ill persons to state hos- 
pitals, or providing for the commitment of mentally 
ill persons to state hospitals.” 

In this act, the certification of admission provides 
that an application may be initiated by a health offi- 
cer by which a mentally ill patient is certified for 
admission to a state mental hospital. The health 
officer’s certification must be based on an examina- 
tion of the patient made by two qualified physicians 
other than the health officer. Since the effective date 
of the act, September, 1947, the Orange County 
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e Seventeen states provide for admission of pa- 
tients to mental hospitals by medical certifica- 
tion without judicial procedure. The aim is to 
avoid the police aspects of dealing with mentally 
ill persons without depriving them of constitu- 
tional rights. The California law, passed in 
1947, has now had ten years’ trial. In Orange 
County, 888 patients were examined under this 
act between 1947 and 1957. Of these, 486 were 
admitted to state mental institutions while 402 
did not currently require hospitalization. Local 
modifications have provided additional safe- 
guards to the patient, have made it more accept- 
able professionally, and have resulted in wider 
use of the act in Orange County. 

A comparison of costs between the medical 
certification procedure and court commitments 
indicated that, in 1957, court commitments were 
seven times more expensive than admissions by 
medical certification. 

The greater humanity of the procedure and 
the economy of it lead to the conclusion that, 
with a few changes, medical certification of men- 
tally ill patients should be more widely used. 


Health Department has used the procedure with 
increased frequency through the years. In 1948 
Orange County was the third largest user of the act 
and since 1954 has used the health officer applica- 
tion more than any other county except Los Angeles. 


The health department’s procedure for certifying 
patients under the Health Officer Application Act is 
as follows: 


1. The informant, who may be the patient, a rela- 
tive or physician, refers the case to the health officer. 
After a preliminary conference with the patient’s 
physician, by either a health department physician 
or by the social service consultant, a decision is 
reached as to whether the patient’s problem calls 
for a psychiatric evaluation or may be solved by 
other community resources. Among other things, 
the patient’s willingness to accept diagnosis and 
treatment is determined. 

2. When possible, a family, social and economic 
history is obtained and summarized for the use of 
the psychiatrist. Families that are able to pay the 
physicians for their services are expected to do so. 
For examining those who are unable to pay, the 
psychiatrist is paid by the health department. 
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3. The psychiatrist sees the patient and evaluates 
his problem, concluding that the patient needs either 
hospitalization or out-patient therapeutic services or 
counsel of other types. If hospitalization is recom- 
mended, the psychiatrist completes the necessary 
forms. As required in the act, another physician, 
usually the family doctor, acts as the second exam- 
ining physician. Upon completion of all forms, the 
patient is ready for admission to a state hospital. 

4. As a rule, the family or friends assume the re- 
sponsibility for transporting the patient to the hos- 
pital. When no transportation is available, the 
health department provides this service. 


MENTAL HEALTH RESOURCES IN ORANGE COUNTY 


In an area such as Orange County, which has an 
average influx of about 30 families a day, commu- 
nity resources may be overwhelmed. Fortunately, 
the influx of psychiatrists, psychologists and social 
workers in the last two years has partially supplied 
the personnel needs of mental health. 

‘The mental health resources in Orange County 
include 11 doctors of medicine and one osteopathic 
physician who specialize in psychiatry. In addition, 
there are two professional casework agencies with 
a staff of trained social workers, and there are 15 
trained social workers employed in other private 
and public agencies in the county. There are seven 
qualified psychologists, with doctor of philosophy 
degrees, in private practice, and the public schools 
employ about 30 psychologists doing diagnostic 
evaluations and consultations. The only other men- 
tal health resource in Orange County is the deten- 
tion ward of the Orange County General Hospital. 
The ward was built in 1920 and has a 26-bed 
capacity. In 1956, the people voted bonds for a 
new 97-bed psychiatric unit which is now under 
construction. 


ROLE OF SOCIAL SERVICE 


In the administration of the Health Officer Appli- 
cation Act in Orange County, the division of social 
service of the health department assumes the fol- 
lowing responsibilities: 

1. Screening new referrals by preliminary inter- 
views, either in person or by telephone. 

2. Obtaining pertinent social, psychiatric and 
medical history for the use of the psychiatrist in 
making his diagnosis and recommendation. 

3. Explaining to the family and the patient the 
uses of this procedure and, if indicated, preparing 
the patient for psychiatric evaluation and possible 
hospitalization. 

4. Giving short-term supportive help to the fam- 
ily in meeting the crisis of the patient’s illness. 
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5. Maintaining the mental health records in the 
health department. 


6. Making statistical studies. 


MODIFICATION IN USE OF HEALTH OFFICER APPLICATION 


Sections 6610-12 of the Welfare and Institutions 
Code require that two physicians examine the pa- 
tient to determine the need for hospitalization. Since 
the health officer usually does not see the patient in 
person, in Orange County a safeguard for the pa- 
tient is added in that one of the physicians is re- 
quired to be a psychiatrist. 

Another noteworthy modification in Orange 
County is that when the psychiatrist is paid by the 
health department, he is paid an hourly rate for his 
services rather than the nominal fee specified in the 
act. The fee paid is not the regular private practice 
rate, but to be certain that it is a more adequate 
compensation, the psychiatrist is paid for time used 
in preparing the report. In addition, if he calls on 
the patient at home or in the hospital, he is paid the 
hourly rate while in transit. The rate used is the 
same as that paid to other clinicians when they 
work in child health conferences and similar pro- 
grams. When the patient or his family is able to pay 
the physician, no charge is made to the health de- 
partment. 


DESCRIPTION OF PATIENTS EXAMINED 


During the 1947-1957 period, 888 patients were 
examined under the Health Officer Application Act. 
Four hundred and two were examined but found 
not to need hospitalization. Four hundred and 
eighty-six were examined and found to need ‘hos- 
pitalization and were admitted to a state mental hos- 
pital. Some patients received more than one exam- 
ination but are included only once in the totals. Ten 
of the 486 patients admitted had had a previous ex- 
amination, at which time they were thought not to 
need hospitalization. 

Of the 402 persons who were examined but not 
admitted, 68 (16.9 per cent) had had psychiatric 
hospitalization previously and 278 (69.2 per cent) 
had not. In 56 patients (13.9 per cent) this infor- 
mation was not available. 

Of 486 patients who were admitted under the 
Health Officer Application Act, 157 (32.3 per cent) 
had been previously hospitalized for psychiatric dis- 
orders and 289 (59.5 per cent) had not. In 40 cases 
(8.2 per cent) this information was not available. 

A communication from the State Department of 
Mental Hygiene for the fiscal year ending June 30, 
1956,* indicated that Los Angeles County used the 
Health Officer Application Act for the admission of 
118 patients to state hospitals. This was 30 per cent 
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of the total admissions under this act for the year 
1956. Orange County was second with 46 admis- 
sions or 12 per cent of the state total. San Mateo 
with 25 and Merced with 24 were next with 6 per 
cent each. Alameda County was fifth with 20 pa- 
tients or 5 per cent of the total. Twenty-nine of the 
remaining counties admitted 162 or 41 per cent of 
the patients. Twenty-four counties did not use the 
Health Officer Application Act in the fiscal year 
1955-56. 


FINANCIAL ASPECTS 


In 1957, Orange County utilized the health officer 
application for 168 patients. The health department 
assumed financial responsibility for 130 patients at 
a cost of $3,948.35, an average of $30.37 per pa- 
tient. This included the cost of a psychiatric exam- 
ination, clerical and administrative cost and trans- 
portation for an occasional patient. For 38 patients, 
the family assumed all costs. 

By comparison, in 1957, 392 petitions were filed 
for mental patients through the Orange County 
district attorney’s office. As required by law, these 
patients were confined in the mental health service 
of the Orange County General Hospital for an ob- 
servation period averaging six days. An estimate 
of cost was made by the county hospital, the sheriff’s 
office, the district attorney’s office and the judicial 
party which included judge, bailiff, court clerk 
and court reporter. The total cost to the county for 
these 392 patients was $84,270 or $215 per patient. 

The attending psychiatrist at- the mental health 
service of Orange County General Hospital esti- 
mated that 10 per cent of the 392 patients who were 
processed through the mental health service in 1957 
could have been processed by health officer appli- 
cation. If they had been, the savings in cost to the 
county would have been about $7,500. 


OPINIONS OF PSYCHIATRISTS USING HEALTH OFFICER 
APPLICATION 


Eight of the 12 psychiatrists who have utilized 
the health officer application in Orange County were 
asked their opinion of the advantages and disad- 
vantages of the procedure. The following is a sum- 
mary of their opinions: 


A. Advantages 


1. The health officer application is an expedient 
means of hospitalization in emergency cases and 
enables earlier beginning of treatment, with less 
need for long stays in the hospital. 

2. Since treatment is started earlier, prolonged 
institutionalization is often avoided. 

3. This is an inexpensive means of getting a pa- 
tient into the hospital. 
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4. The trauma of the illness is not aggravated by 
a week-long detention and subsequent court pro- 
cedure. 

5. In most cases, the patient accepts the physi- 
cians’ recommendations for hospitalization, thereby 
assuming a participating share in his treatment. 

6. It is a less traumatic experience for both the 
patient and his family. 

7. The physician-patient relationship reduces the 
patient’s resistance to treatment as compared to the 
judicial procedure ordering commitment. 

8. The health officer application is a means by 
which ancillary services may better serve emotion- 
ally disturbed persons and their families, Social 
casework and other services rendered to the patients 
who are not admitted may serve to keep some of 
them out of the hospital altogether. 


B. Disadvantages 


1. The forms for reporting and recording are 
complicated and should be simplified. This may ne- 
cessitate redesigning the forms. 

2. The compensation to physicians provided by 
law ($10 per patient) is inadequate and is not com- 
mensurate with the time and skills required. 

3. Formerly, progress notes and notices of dis- 
charge were sent to the health department. More re- 
cently, however, patients admitted under health of- 
ficer application are discharged outright, without 
the psychiatrist or the health department being in- 
formed of the discharge, the prognosis or the recom- 
mendations for follow-up. Naturally, this results in 
the patient’s attempting his readjustment in society 
without adequate skilled support. 

In general, the physicians who have utilized the 
health officer application in Orange County feel that 
it is an excellent tool and should be more widely 
used throughout the state. 


CONCLUSIONS 


The health officer application method of admit- 
ting patients to psychiatric hospitals: 

1. Treats the patient’s mental problem as a med- 
ical illness rather than as an offense against society. 

2. Provides adequate safeguards to protect the 
patients’ constitutional rights. 

3. Encourages the patient to participate in his 
own treatment plan and often results in a shorter 
period of hospitalization. 

4. Helps to maintain the traditional physician- 
patient relationship. 

5. Entails less emotional trauma to the patient 
and his family. 

6. Provides a prompt means of admitting pa- 
tients to state mental hospitals in emergency. 
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7. Is an economical method of admitting patients 
to mental hospitals. (In Orange County the saving 
averaged $184.63 per patient.) 


RECOMMENDATIONS 


On the basis of ten years’ experience with the 
Health Officer Application Act in Orange County, 
the following recommendations are in order: 

1. A study should be made of the forms used for 
reporting and recording (DMH 20, 21 and 22) to 
provide greater simplicity and convenience. 

2. All patients apparently in need of admission 
to a state hospital should be considered for health 
officer application before they resort to filing a peti- 
tion for commitment in the district attorney’s office. 

3. The procedure of sending discharge notices 
and recommendations to the local health department 
and the patient’s physician should be resumed. 


4. Since patients who are admitted under the 
health officer application are usually in the hospital 
for a relatively short period (90 days or less), it is 
apparent that patients should be paroled rather than 
be discharged outright. 

645 North Ross Street, Santa Ana (Russell) . 
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Ultrasonic Therapy 


Physiological Basis and Clinical Application 


ALTHOUGH STILL CONTROVERSIAL, after two decades 
of voluminous and sometimes confused discussion 
and reports in the medical literature, ultrasound is 
today a generally pretty well accepted physical mo- 
dality and is employed therapeutically in institu- 
tions, in private offices of medical practitioners, and 
by various technicians, some of whom (but unfor- 
tunately not all) are supervised by the medical 
profession. 

Therapeutically, ultrasonic energy is employed 
empirically. Absolute standards have not been estab- 
lished, although categories of low, medium and high 
intensity levels have been defined. The tendency at 
the moment is for a majority of practitioners who 
use ultrasound to utilize low and medium intensities 
for medical purposes. Low intensity ultrasound is 
generally considered to be in the intensity range of 
0.5 to 1.0 watt per square centimeter of transducer 
(sound head) surface. Medium range intensity is 
generally betwen 1.0 and 2.0 watts per square cen- 
timeter. Intensities exceeding 2.0 watts per square 
centimeter are rarely used for medical purposes and 
are not generally recommended by most investiga- 
tors in this field except for destructive purposes. An 
axiom in treatment with ultrasound is: “Never pro- 
duce pain” (in the area being treated). If this pre- 
caution is observed, deleterious effect is unlikely. 

From a physiologic point of view, the Arnd- 
Schulze law applies to ultrasound therapy. In essence 
this law states that low dosage or weak stimuli pro- 
mote physiological activity, moderate stimuli sustain 
such activity, strong stimuli retard the activity, and 
excessive stimuli arrest or destroy it. 


One of the major areas of disagreement today 
regarding the specific mode of action of ultrasound 
revolves around the question: How does ultrasound 
act? Several schools of clinical and investigative 
thought have arisen around this problem. One group 
contends that ultrasound acts only through a concen- 
trated and localized form of deep heat,*:11*7 while 
another believes that the action is primarily me- 
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e@ Ultrasound is a relatively new but fairly well 
accepted physical modality. Therapeutically, ul- 
trasonic energy is employed empirically, but the 
present trend is to utilize low and medium in- 
tensities, 0.5 to 2.0 watts per square centimeter, 
rather than. high intensities, over 2.0 watts per 
square centimeter, for medical purposes. 

The important physiological effects of ultra- 
sonic energy on living tissue are thermal, me- 
chanical, chemical and biological. Which one of 
these effects is dominant is not clearly under- 
stood. However, the intensity of the ultrasound 
field and the duration of application determines 
the extent to which the thermal or the mechani- 
cal effect prevails. 

From a clinical point of view ultrasonic energy 
has been most effective in the treatment of pain- 
ful conditions involving the musculoskeletal and 
neuromuscular structures. More recently, studies 
have been directed toward the use of ultrasound 
as a neurosurgical tool. 


chanical.* It is very likely, however, that the modus 
operandi is probably a combination of both. 

From a clinical point of view the exact or specific 
mode of action is relatively unimportant; the method 
of application, the intensity and the indications are 
of prime importance. 


PHYSIOLOGIC ASPECTS OF ULTRASOUND 


The important effects of ultrasonic energy on liv- 
ing tissue are generally considered to be thermal, 
mechanical, chemical and biological. The degree of 
tissue heating depends upon several factors—name- 
ly, the intensity of the beam, the method of applica- 
tion (whether stationary or stroking) and the den- 
sity of the tissue being treated. It is known that 
muscle will absorb more energy than fat, and bone 
more energy than muscle. The heating effect is 
increased by changes occurring at the interfaces be- 
tween tissues of varying densities. Despite the rela- 
tively low heating effect produced with generally 
accepted clinical dosages and methods of treatment, 
there are many investigators who favor the concept, 
already stated, that the therapeutic effectiveness of 
ultrasound is due to thermal factors alone. It should 
be emphasized, however, that the proponents of this 
idea have, in most instances, utilized intensities of 


*References 6, 12, 13, 22, 23, 30. 
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ultrasound in excess of those used and recommended 
for clinical treatment. 

The mechanical effects of ultrasound energy on 
living tissue are acknowledged to be those of cavita- 
tion and compression”® with high intensity, and agi- 
tation and dispersion’® with moderate and low in- 
tensity vibrations. Agitation of the molecules in 
living systems has been referred to as the micro- 
massaging effect.17 In this connection one should 
mention the observations of Bierman’ that ultra- 
sound applied to connective tissue produces a sepa- 
ration of the collagen fibrils which can be seen 
microscopically. 

The chemical effects of ultrasound have been sum- 
marized in many papers.®1%11:16 Jt has been re- 
ported that there is an acceleration of enzyme activ- 
ity, an increase in membrane permeability, and an 
elevation of cell respiration and oxidation. Chromo- 
somal and nuclear aberrations as well as stimulation 
of growth and earlier maturation have been de- 
scribed as occurring in plants exposed to ultra- 
sound.,”° 

Of great importance from a clinical viewpoint is 
the nature of the biological effects of ultrasound. 
One of the most misunderstood and misquoted as- 
pects of this form of energy relates to the earlier 
reports of the destructive force of ultrasound 
upon lower vertebrates,”® and the more recent re- 
ports of the destruction of bone and nerve tissue 
by ultrasound.*:® That these phenomena occur can- 
not be denied, but not to my knowledge have they 
occurred with clinically recommended dosage, dura- 
tion and proper application of ultrasound therapy. 
In fact, in a report on a study of the application of 
ultrasound to experimentally-induced neuromas. in 
dogs,”* it was emphasized that there was no evidence 
of coagulation necrosis, cellular infiltration, cavi- 
tation or any other form of destructive process. In 
clinically therapeutic intensities and frequencies as 
utilized by experienced and careful clinicians, harm- 
ful biological effects are entirely unknown. 

Among the interesting physiologic changes pro- 
duced by ultrasound are those reported by Zach** 
concerning the effect on the autonomic nervous sys- 
tem toward an increased parasympathetic regula- 
tion leading to general fatigue, drowsiness and es- 
pecially muscle relaxation. Another report in point 
was one by Alyea and co-workers* indicating that 
low intensity ultrasound elevates the vibration 
threshold* in man as recorded by the biothesiometer. 
Gersten!? demonstrated that frog tendon can be 
made more extensible by ultrasound, presumably as 
a result of thermal denaturation of the proteins of 
the tendon. 


*The lowest electrically measured intensity of a vibratory stimulus 
perceived by an individual at the palmar tip of the finger. 
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Further elucidation of the specific mode of action 
is required to explain the other physiologic phen- 
omena of hyperemia, analgesia, mobilization of 
fluids and softening of scar tissue. 


CLINICAL APPLICATIONS 


The majority of ultrasound generators in use in 
the United States for therapeutic purposes are set at 
a frequency of 800,000 to 1,000,000 cycles per 
second, and have a treatment head measuring 5 to 7 
square centimeters. The maximum intensity or total 
output is usually 3 watts per square centimeter of 
treatment head. As previously stated, most clinicians 
employ intensities of 0.5 to 1.0 watt per square centi- 
meter for a duration of 5 to 10 minutes. Treatment 
is given daily or every other day or three times a 
week. Smooth surfaces are treated directly, mineral 
oil or some other form of lubricant being used to 
provide an air-free contact between the skin and 
the treatment head. Rough or uneven surfaces are 
treated under water with the treatment head a dis- 
tance of 4 to 34 inch from the part to be treated. 
The treatment head is moved slowly over the area to 
be sonated in order to avoid excessive heating of the 
underlying tissues. The number of treatments which 
may be given varies with the condition of the area 
to be treated, the nature of the defect, and the pa- 
tient’s response to therapy. 


Generally, a series of five to twelve treatments is 
employed. In my experience some degree of relief, 
especially of pain, should be obtained by the com- 
pletion of the fifth or sixth treatment. If the patient 
has had no subjective relief by that time, ultrasound 
probably will not benefit and may be discontinued. 
The use of ultrasound therapy for any and all eon- 
ditions is unconscionable, for in many conditions 
other modalities are more effective. On the other 
hand, ultrasound may frequently augment the use 
of other modalities or procedures.”+ 


Ultrasound has proved most successful in the 
treatment of neuromuscular and musculoskeletal 
disease. Numerous reports are available in the lit- 
erature relative to the use of this modality in osteo- 
arthritis,)**5 bursitis,> rheumatoid arthritis,2! soft 
tissue contractures,’ myositis,!* fibrositis, sciatica,” 
ankylosing spondylitis, neuroma pain,?”-° scar pain, 
phantom limb pain,?*?% and the pain of herpes 
zoster.”! 

Whereas most clinicians prescribe or utilize ultra- 
sound locally—that is, directly over the involved 
area—the use of radicular sonation has also been 
advocated. In this technique the nerve roots of the 
corresponding peripheral areas of involvement are 
also subjected to ultrasonic vibrations. The most 
commonly “sonated” areas are the cervical and lum- 
bar roots. In this method the treatment head is 
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moved slowly, in a stroking manner, over the cer- 
vical or lumbar erector spinae muscles. The rationale 
for the relief of pain afforded by treatment of the 
nerve roots is that it exerts a neurotropic effect 
through the sympathetic nervous system.*! 


Despite the continued controversy over the efficacy 
of ultrasound as a medical tool and the questions 
which are raised regarding its mode of action, it is 
generally accepted by physiatrists and increasing 
numbers of orthopedists and general physicians as 
a useful therapeutic modality in a limited number 
of conditions affecting the neuromuscular and mus- 
culoskeletal systems. The contraindications are few, 
if any, provided the technique and dosage are known 
and properly applied. 

Regarding the safety of the modality it should 
again be emphasized that studies utilizing therapeu- 
tic dosages of ultrasound in experimentally induced 
neuromas in dogs demonstrated the absence of any 
detectable histological change in such tissue.?* Lind- 
strom?® also found that with an output of 0.5 to 2.0 
watts per square centimeter applied with a station- 
ary technique, the intensity was too low to produce 
histological brain lesions. 

An important extension of ultrasound energy is 
currently under investigation—namely, its use as a 
surgical tool in neurosurgery. Lindstrom?® described 
the use of high intensity ultrasound for destroying 
frontal lobe tissue in moribund patients with intrac- 


table pain from carcinoma; and more recently 

Meyer and Fry at Iowa State University used it for 

pallidectomy in patients with Parkinsonism. This 

phase of ultrasound is still in the experimental stage. 
6360 Wilshire Boulevard, Los Angeles 48. 
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Bilateral Symmetrical Aneurysms of the 
Internal Carotid Arteries with 
Spontaneous Carotid Cavernous Fistula 


ROBERT E. FLORIN, M.D., Los Angeles 


BILATERAL ANEURYSM of the subclinoid portion of 
the carotid arteries within the cavernous sinus is 
rare. Although the first recorded intracranial an- 
eurysm in English medical literature (reported by 
Blane? in 1800) was of this type, only 15 similar 
lesions, proven by either postmortem examination 
or angiography have been reported. Reports of ten 
of these cases were compiled in a recent review by 
Seltzer and Hurteau,? and four additional cases 
were reported by Heuer and Dandy,® Parker,’ 
Dandy,® and Poppen.® In only two cases was the 
presence of carotid artery-cavernous sinus fistula 
noted. In the case reported by Poppen it was bi- 
lateral, and in Alpers’ case! it was unilateral follow- 
ing trauma to the head. In the case herein reported, 
both bilaterally symmetrical carotid aneurysms and 
a spontaneous carotid-cavernous fistula were present. 


REPORT OF A CASE 


A 72-year-old white woman was admitted to the 
Los Angeles County General Hospital June 15, 1957, 
with a history of blurring of vision in the left eye 
and occasional mild diplopia for one year. She had 
noted an intermittent buzzing, pounding tinnitus for 
a month preceding admission, and for two weeks 
had had mild left frontotemporal headaches. Pain in 
the left eye and dizziness had been present for one 
week. On the evening before admission to hospital, 
ptosis developed on the left side. The patient awoke 
the following morning with painless but massive 
edema and reddish discoloration of the lids of the 
left eye and left proptosis. No history of trauma 
was elicited and the past medical history was non- 
contributory. 

Upon physical examination the blood pressure 
was observed to be 160/100 mm. of mercury, the 
pulse rate 76 and the temperature 98.6°F. No 
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cranial bruit was audible. The lids of the left eye 
were red and edematous, and there was hemorrhagic 
chemosis of the conjunctiva. Moderate proptosis was 
also evident and total left ophthalmoplegia was 
present. The fundus was not visualized and there was 
no light perception on the left. The right eye was 
normal in all respects. Mild hypesthesia in the cu- 
taneous distribution of the left ophthalmic nerve 
was noted. The patient was right-handed and both 
speech and mental function appeared normal. Except 
for moderate cardiomegaly, no other significant gen- 
eral physical or neurologic abnormalities were ob- 
served. The leukocyte content of the blood was a 
little above the normal range. There was a trace of 
albumin in the urine. The spinal fluid was clear and 
the pressure not elevated. The protein content was 
125 mg. per 100 cc. No abnormalities were noted in 
an electroencephalogram or in x-ray films of the 
skull and sinuses. 

On June 24, 1957, left carotid angiography, with a 
50 per cent Hypaque solution used for contrast 
medium, showed a large aneurysm of the subclinoid 
portion of the internal carotid artery and two 
smaller aneurysmal dilations of the internal carotid 
and middle cerebral artery distal to the large. an- 
eurysm (Figure 1). Right carotid angiography was 
not done at this time. Immediately following an- 
giography the patient noted a loud continuous bruit, 
loudest over the left orbit. It was obliterated on 
compression of the left carotid vessels and could be 
made louder by right carotid compression. A 
recording of this bruit made with a phonocardio- 
gram apparatus with simultaneous electrocardio- 
graphic tracing, showed a continuous murmur with 
systolic intensification (Figure 2). Manual occlusion 
of the left common carotid for periods as long as 
five minutes had no adverse effect. 

On June 25, 1957, with local anesthesia, the left 
common carotid artery was exposed and was com- 
pletely and rapidly occluded in an attempt to pro- 
mote closure of the carotid-cavernous fistula present 
on that side. Aphasia occurred quickly, whereupon 
the clamp was immediately opened and aphasia dis- 
appeared. The artery was then slowly occluded over 
a period of a half hour, during which time the pa- 
tient remained coherent and showed no further signs 
of left cerebral ischemia. 

After another 30 minutes of total occlusion with- 
out untoward effect, the artery was ligated in con- 
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Figure 1.—Preoperative left carotid angiogram demonstrating large subclinoid and smaller supraclinoid carotid 


aneurysms with small middle cerebral aneurysm. 


tinuity and the wound was closed about an inlying 
polyethylene catheter, the end of which lay adjacent 
to the superior cervical sympathetic ganglia. This 
catheter was irrigated with a solution of 1 per cent 
Xylocaine (lidocaine hydrochloride) at intervals 
throughout the first 36 hours postoperatively, after 
which time it became non-functional and was re- 
moved. 


Following occlusion of the left common carotid 
artery, the blood pressure rose from a pre-operative 
level of 140/90 mm. of mercury to 220/110, where 
it remained for approximately 36 hours. It then 
slowly returned to normal, continued to fall and 
reached hypotensive levels during the third post- 
operative day. Concomitant with the fall in blood 
pressure, dysarthria and right facial paresis devel- 
oped. An electrocardiogram showed no evidence of 
myocardial damage, and except for hypotension 
there were no clinical or radiographic findings to 
suggest the occurrence of pulmonary embolism. 
Despite left stellate blocks and the administration 
of pressor agents which raised the blood pressure 
to 160/190 mm., the condition of the patient de- 
teriorated to right hemiparesis and complete 
aphasia on the fourth postoperative day. The oper- 
ative wound was reopened on June 30 (the fifth 
postoperative day) and the carotid artery was noted 
to be collapsed and firm without pulsations distal to 
the point of ligature; the ligature was not released, 
as it was presumed there was a_ propagating 
thrombus distal to the point of occlusion. Inhalations 
of a mixture of oxygen and carbon dioxide (Carbo- 
gen®) did not help and pressor drugs in high 
concentration were required to maintain a satisfac- 
tory blood pressure. The general condition of the 
patient continued to deteriorate and tracheostomy 
and gavage were instituted. Hypotension gradually 
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Figure 2.—Recording of bruit from left frontotemporal 
region. 


abated during the second postoperative week and 
the use of pressor drugs was discontinued when the 
blood pressure stabilized at 120/90 mm. The left 
proptosis and periorbital edema were both subsiding 
and the bruit had been absent since the ligation. 

During the ensuing six weeks global aphasia, 
paralysis of the right arm and face and weakness of 
the right leg continued, but the left proptosis con- 
tinued to recede. By August 16, the patient was 
beginning to show activity and interest in her sur- 
roundings. In the next six weeks she regained 
speech and some function of the right leg, although 
decided paralysis of the right arm and face re- 
mained. No abnormalities were noted in an elec- 
troencephalogram at this time. 

On September 24, 1957, carotid angiograms were 
taken, first on the right (Figure 3) and then on the 
left (Figure 4) when it was noted that both sides 
of the cerebral tree did not fill from the right. On 
the right side there was a large subclinoid aneurysm 
at a point corresponding to that of the one previ- 
ously demonstrated on the left. A smaller saccular 
aneurysm of the carotid just distal to the large 
aneurysm was also demonstrated. The left carotid 
vessels could be palpated and a left carotid angio- 
gram was done, the medium being injected distal 
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Figure 3.—Postoperative right carotid angiogram demonstrating large subclinoid and smaller supraclinoid carotid 


aneurysms, 


Figure 4.—Postoperative left carotid angiogram demonstrating decrease in size of subclinoid aneurysm and disap- 


pearance of middle cerebral aneurysm. 


to the ligature. Good filling of the left internal carot- 
id artery and notable diminution in the size of the 
subclinoid aneurysm were observed. The aneurysm 
that had been visualized on the proximal middle 
cerebral artery was no longer seen. The distal rami- 
fications of the left middle cerebral group filled 
well and no evidence of thrombosis of this group 
was seen. 
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When last examined, four months after operation, 
the patient was able to walk short distances with 
support and showed only mild residual disturbance 
of speech. The right arm remained paralyzed and 
the right leg weak. The left eye was blind, the globe 
shrunken and the muscles paralyzed. The bruit had 
not recurred and the right carotid aneurysms re- 
mained asymptomatic. 
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DISCUSSION 


Among the interesting features of the present case 
were the multiple symmetrically placed aneurysms 
of both carotid arteries that caused no severe dis- 
tress until rupture of one into the left cavernous 
sinus brought about impairment of all the nerves 
supplying the left eye and severe overfilling of the 
left orbital venous system. The mechanism and se- 
quence of involvement of the third through sixth 
cranial nerves in their course through the sinus by 
intracavernous aneurysms was described by Jeffer- 
son,® who emphasized that the oculomotor nerve is 
involved early by compression from the aneurysmal 
mass, and that anesthesia in the distribution of the 
trigeminal nerve accompanying ocular muscle palsy 
is a diagnostic combination most suggestive of a 
subclinoid aneurysm. 

The complications following left carotid ligation 
in the present case were also of interest. In this 
patient, the collateral circulation to the left cerebral 
hemisphere was adequate as long as the blood pres- 
sure remained elevated; but when hypotension su- 
pervened, the combined action of pressor drugs and 
cerebral vasodilating agents was insufficient to pro- 
vide adequate blood flow to the left hemisphere and 
symptoms of cerebral ischemia developed. 


The arterial hypertension immediately following 
carotid ligation was probably a manifestation of 
carotid sinus pressor reflex activity, and presumably 
provided sufficient inflow from collateral channels 
to prevent left cerebral ischemia. The subsequent 
occurrence of arterial hypotension was accompanied 
by progressive and severe neurologic deterioration, 
which has been reported in other cases in which 
arterial hypotension occurred after carotid ligation.* 
It is most likely that the cause is a diminution in 
collateral inflow secondary to lowered arterial pres- 
sure, but what causes the hypotension is obscure. 


Another possible factor in reduction of collateral 
inflow is vascular spasm, both general and local, the 
latter specifically in relation to the presence of an- 
eurysms on the right carotid which could induce 
local arteriospasm as well as the potential distortion 
of normal flow by the physical mass of the aneurysm. 
Collapse of the internal carotid artery, noted on the 
third postoperative day, was apparently due in part 
to spasm of the collateral vessels rather than to 
thrombosis, particularly since angiographic visual- 
ization later showed patency of the left carotid ves- 
sels distal to the ligature. 

Cerebral edema resulting from prolonged cerebral 
ischemia probably developed during the fourth post- 
operative day, leading to stupor and further progres- 
sion of neurologic deficits, and causing even further 
diminution in the left cerebral inflow. The improve- 
ment noted in the second postoperative week was 
probably due to remission of cerebral edema, and 
the later continued improvement was probably ow- 
ing to development of improved collateral channels 
to the left hemisphere. 
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SUMMARY 


A case of bilateral symmetrical aneurysms of the 
subclinoid and supraclinoid portions of the internal 
carotid arteries is presented. The case was of par- 
ticular interest because of the development of a 
spontaneous carotid-cavernous fistula on one side 
and the developments that followed ipsilateral com- 
mon carotid ligation. 

1200 N. State Street, Los Angeles 33. 
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Cavitary Carcinoma of the Lung 


MORRIS M. CULINER, M.D., JACOB ABOUAV, M.D., and 
STANLEY B. REICH, M.D., San Francisco 


In 3 TO 4 PER CENT of all cases, carcinoma of the 
lung is visualized roentgenographically as a cavitary 
lesion. Operative therapy is frequently delayed un- 
duly while an attempt is made to determine the 
cause of the lesions noted. Generally, the diagnostic 
procedures include microscopic examination of spu- 
tum, preparation of cultures and guinea pig inocu- 
lation as well as skin tests for coccidioidomycosis 
and histoplasmosis. We believe that thoracotomy 
should be carried out if necessary to resolve the di- 
agnosis rather than permit undue delay entailed in 
more conservative methods. Strang* in a review of 
1,930 cases of carcinoma of the lung noted that 3.6 
per cent of them were seen in roentgen studies as 
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Figure 1 (Case 1).—Right apical cavitary lesion in Feb- 
ruary of 1954. 


cavitary lesions. Brock! noted that bronchogenic 
carcinoma was the cause in 56 (13.8 per cent) of 
405 cases of abscess of the lung. We report the fol- 
lowing cases as illustrative of the problem. 


Case 1. A 57-year-old white woman was admitted 
to hospital in January of 1954 because of acute myo- 
cardial infarction. She was known to have had hy- 
pertension for the previous 12 years and had had a 
cerebral vascular accident in 1950 and myocardial 
infarction in 1951. She had been repeatedly ad- 
mitted to the hospital because of acute episodes _of 
angina, vomiting and dizziness, On previous adynis; 
sions, results of laboratory studies were within.sor- 
mal limits, with hemoglobin content 14.5 gm. per 
100 cc. of blood and the packed cell volume 46 per 
cent. At the present admission the hemoglobin was 
10.6 gm. per 100 cc. and the packed cell volume 
40 per cent. One sibling had died of tuberculosis. 


Because of a persistent low-grade fever, x-ray 
films of the chest were taken repeatedly during the 
second week of hospitalization, and a cavity 2 cm. 
in diameter (Figure 1) was shown in the right apex. 
Repeated sputum examinations, guinea pig inocula- 
tions and studies of gastric aspirates were negative 
for tubercle bacilli. Results of skin tests with tuber- 
culin, first and second strength, were negative. 
Bronchoscopic examination and thoracotomy were 
deemed hazardous because of the cardiac condition. 
It was felt that there was justification for anti- 
tuberculosis therapy. The patient was discharged 
with instruction to report to the chest clinic for 
periodic examination. Radiographs taken in June 
and July of 1954 (Figure 2) showed enlargement 
of the cavity and formation of fluid. In July of 1954 
the patient had another cerebral vascular accident 
and after a week in hospital was discharged. How- 


ever, she was readmitted in coma seven days later 
and died in 24 hours. 
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Figure 2 (Case 1).—Increase in size and extent of the 
cavity in June of 1954. 


Figure 3 (Case 2).—Well demarcated cavity at the right 
apex. 


At postmortem examination the cavity was ob- 
served to be due to a squamous cell bronchogenic 
carcinoma. There was cavitary degeneration within 
the tumor mass. 

CasE 2. A 54-year-old white man was admitted 
March 6, 1956, for evaluation of a frozen shoulder 
joint. Routine minifilm examination had shown a 
right apical pulmonary lesion. In a full 14x17 film of 
the chest it was seen as a cavitary lesion of the right 
upper lobe (Figure 3). Microscopic examination of 
sputum, a serologic test for coccidioidomycosis, 
bronchoscopic examination, Papanicolaou cytologic 
studies and biopsy of a right supraclavicular lymph 
node all were negative for disease. Thoracotomy was 
done April 8, 1956. A frozen section showed car- 
cinoma and right upper lobectomy was carried out. 
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The pathologist reported that the operative speci- 
men contained infiltrating peripheral squamous cell 
carcinoma showing central necrosis with cavitation. 


Case 3. An 80-year-old white man was admitted 
March 3, 1956, because of hemoptysis. A cough of 
several years’ duration had increased in severity 
two months before admittance, had become con- 
stant and was productive of yellow-green sputum. 
The day before admittance hemoptysis of about a 
cup of blood occurred. Multiple cavitary lesions 
were observed in a film of the chest (Figure 4). The 
roentgen appearance was quite atypical of carci- 
noma and highly suggestive of tuberculosis. The 
hemoglobin content was 9.5 gm. per 100 cc. of 
blood. Leukocytes numbered 12,000 per cu. mm., 
82 per cent polymorphonuclear neutrophils. Results 
of urinalysis were within normal limits. The patient 
rapidly deteriorated and died March 11 after an 
episode of severe dyspnea and tachypnea. 


Pathologist’s report: The right lung weighed 
1,000 gm. A cavity 6 cm. in diameter extended 
across the right upper and lower lobe fissure. The 
wall of the cavity was composed of firm tissue 
which showed squamous cell carcinoma throughout, 
and the cavity itself was an area of central degen- 
eration within the tumor mass. The remaining infil- 
trative areas of the lung showed non-specific pneu- 
monitis. 


Case 4. A 69-year-old white man was admitted 
April 30, 1956, for investigation of a cavitary lesion 
of the right upper lobe of the lung which was ob- 
served in a routine film of the chest (Figure 5). At 
the time of admission the patient was completely 
asymptomatic. He never had had hemoptysis. He 
had smoked ten to fifteen cigarettes a day for ap- 
proximately 50 years. The past history included 
admission to hospital in February of 1955 because 
of severe angina. A film of the chest taken at that 
time revealed a 1.5 cm. density in the right upper 
lobe of the lung. Unfortunately, no investigative 
procedures with regard to this lesion were carried 
out. 


At the time of admittance the hemoglobin was 
15.2 gm. per 100 cc. of blood. Erythrocytes num- 
bered 5.7 million per cu. mm. and leukocytes 5,000 
—59 per cent filamentous forms and no non-fila- 
mentous forms. The temperature in the week follow- 
ing admittance varied from 37° C. to 37.4° C. 


On May 1 bronchoscopy was done. The right up- 
per lobe bronchus was visualized by use of the 
right-angle Broyle telescope and a polypoid tumor 
was seen projecting into the lumen of the bronchus. 
Biopsy of specimens excised from the right upper 
lobe orifice and the carina was negative for tumor. 
Right supraclavicular lymph node excision was done 
and no neoplasm was found on microscopic exami- 
nation of the specimen. 


In May exploratory thoracotomy was carried out 
and a non-resectable infiltrating carcinoma was 
found. The tumor involved the superior vena cava 
wall. 
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Figure 4 (Case 3).—Multiple cavitary lesions in the 
right upper lung field and non-specific infiltrate through- 
out the remainder of the lung. 





Figure 5 (Case 4).—A distinct cavity in the right upper 
lung field. 


A diagnosis of cavitary tuberculosis was consid- 
ered in this case until the observation of an endo- 
bronchial right upper lobe polypoid neoplasm at 
bronchoscopic examination indicated the need for 
early exploratory thoracotomy. The diagnosis of 
squamous cell carcinoma was made from tissue re- 
moved from the lateral wall of the cavity. Thus the 
cavity was caused by a degenerative breakdown 
within a tumor mass. 
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Case 5. A 54-year-old white man was admitted to 
hospital September 13, 1956, because of malaise 
and loss of weight over the preceding several 
months. There was no associated pain or dyspnea. 
The patient had had a cough, occasionally produc- 
tive of traces of blood but largely of creamy sputum. 
No abnormality was noted in a minifilm of the chest 
taken about a year before admittance. An x-ray film 
of the chest taken August 27, 1956, had shown a left 
upper lobe cavity (Figure 6). On September 1 no 
abnormality was observed in a bronchoscopic exam- 
ination and there was no evidence of cancer in a 
supraclavicular lymph node excised at that time. 
The patient had smoked one package of cigarettes a 
day for 40 years. Broad spectrum antibiotic therapy 
had been begun September 1. 

At the time of admittance the hemoglobin content 
was 16.0 gm. per 100 cc. of blood. Erythrocytes 
numbered 5 million per cu. mm, and leukocytes 
9,500 with 47 per cent filamentous forms, 2 per 
cent non-filamentous forms and 41 per cent lympho- 
cytes. 

Left thoracotomy the day after admittance re- 
vealed a non-resectable squamous cell carcinoma, 
proven by frozen section biopsy. One wall of the 
tumor cavity was made up by the aortic arch. 

In this case bronchoscopy and lymph node ex- 
cision were done before the patient was admitted to 
hospital. A number of specimens of sputum were 
examined for acid-fast organisms before admission 
and in a period of two weeks before admittance, 
while the patient was receiving broad spectrum anti- 
biotic therapy, repeated x-ray films of the chest 


showed no significant change in the infiltrate in the 
left upper lobe. Thoracotomy was done immediately, 
therefore, to establish a diagnosis and to permit 
whatever excisional therapy was feasible. Biopsy of 
material from the lateral cavitary wall indicated the 
cavity was an excavation of the tumor mass. 


DISCUSSION 


The patients in the five cases herein had cavitary 
lesions of the lung of indeterminate cause at the time 
of initial examination. The clinical course and the 
laboratory data are variable in such cases. There 
may be no symptoms or the symptoms may simulate 
those of acute non-specific inflammatory processes. 
As with indeterminate lesions of the lung of a solid 
nature, we feel that investigations should be carried 
out as rapidly as possible, including the following 
procedures: Examination of the sputum by smear, 
culture and Papanicolaou methods, bronchoscopy 
and biopsy where indicated, excision of the regional 
supraclavicular lymph nodes for microscopic exam- 
ination and also for cytologic specimens and culture 
of the lymph nodes if specific tuberculous or granu- 
lomatous fungus lesions are suspected. In addition, 
we feel that the administration of a broad spectrum 
anti-biotic in high dosage should be undertaken as 
a therapeutic test even though there be no definite 
evidence of systemic sepsis. We feel that the inves- 
tigation period may be prolonged if truly significant 
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Figure 6 (Case 5).—A shaggy cavity with infiltrate 
around it in the left upper lung field. 


change is demonstrated radiologically following ad- 
ministration of the anti-biotic therapy, that in the 
absence of such a change exploratory thoracotomy 
should be carried out promptly. Furthermore, we 
do not feel that exploratory thoracotomy should be 
delayed to wait for the results of cultures and guinea 
pig inoculations. We do, however, carry out re- 
peated early examinations of the sputum for acid- 
fast organisms. 


All the lesions in the cases here reported were 
squamous cell carcinomas. Other investigators have 
noted that cavitary carcinomatous lesions of the 
lung generally are of that type. Cavitation in car- 
cinoma of the lung may result from either central 
degenerative changes within tumor tissue and exca- 
vation of the central area or, less frequently, from 
a purely pyogenic destruction of lung secondary to 
the obstructive phenomena of an endobronchial 
neoplasm. 


Unfortunately, cavitary carcinomatous lesions 
generally are not observed until a late stage in the 
disease, and prognosis is relatively poor.? Autopsy 
records in cases of death due to squamous cell bron- 
chogenic carcinoma indicate an incidence of 12 per 
cent to 29 per cent of cavitation within tumor 
masses.” Other cell types cause death more rapidly, 
and less frequently show cavitation.* 

450 Sutter Street, San Francisco 8 (Culiner). 
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Observations on the Effect of Cortisone in a 
Case of Phenylpyruvic Oligophrenia 


H. E. THELANDER, M.D., San Francisco 


In 1953 BEFORE DIETS for the control of phenylke- 
tonuria had been introduced, an intensive trial of 
cortisone therapy was given in a case of phenylpy- 
ruvic oligophrenia to determine whether or not this 
drug would eliminate the excretion of phenylpyruvic 
acid in the urine. Although the elimination of phen- 
ylketonuria was not accomplished, the effect of the 
drug on other manifestations of the disease may 
be of interest now since the use of a phenylalanine- 
free diet early has given evidence that children with 
this metabolic disturbance may have a chance to 
develop without extreme retardation. 


REPORT OF A CASE 


The patient, a girl born January 9, 1952, was the 
second child of young, healthy parents. There had 
been no abnormality in pregnancy, labor or birth. 
A sister two years older was living and well. Cousins 
of the patient had been put in institutions because 
of mental retardation (type unknown). 

At two weeks of age the patient had a facial rash 
which later extended over the trunk and extremities. 
At three months of age the mother was concerned 
about the child’s vision because of failure to watch 
the movement of objects. At five months it was ob- 
vious that the child was retarded in motor develop- 
ment and awareness. At this time also she had 
occasional brief jerking movements of the extremi- 
ties. The rash had improved but remained over the 
cheeks, and there was evidence ‘of generalized pru- 
ritus although the skin was not broken or irritated 
except on the face. 

The child was first seen by the author and ad- 
mitted to the hospital at the age of 18 months. She 
was blond and blue eyed and had a fair, rather 
doughy skin with eczematous patches over the 
cheeks. The head, which looked slightly micro- 
cephalic, was 50 cm. in circumference.,The circum- 
ference of the chest was 44 cm. The child was 85 
cm. long and weighed 27 pounds. The anterior fon- 
tanel, which was still patent, was 1.5 by 1.5 cm. 

The pupils reacted to light and no abnormalities 
were observed on fundoscopic examination. A nasal 
discharge was present. The patient had 16 teeth. 
The heart and lungs were normal to auscultation and 
percussion. Unable to sit up, the patient rested in a 
frog-like position with general atonia of the muscles, 
but at times she became irritable and restless and 
thrashed about with purposeless movements. Ap- 
parently she did not recognize her mother either 
by sight or voice. The patient had random convul- 
sive twitchings, with more severe seizures at night 
when she was dropping off to sleep. Hence getting 
to sleep was difficult, but once asleep she was not 
disturbed further through the night. 


Department of Pediatrics, Children’s Hospital, San Francisco 18. 
Submitted July 8, 1958. 
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Results of urinalysis were within normal limits 
except for a positive reaction to a phenylpyruvic 
test. The hemoglobin content of the blood was 11.0 
gm. per 100 cc. Erythrocytes numbered 4,030,000 
per cu. mm. and leukocytes 12,150 with a differential 
of 38 per cent polymorphonuclear cells, 53 per cent 
lymphocytes, 3 per cent eosinophiles and 4 per cent 
monocytes. The sedimentation rate was 8 mm. in 
one hour. The number of cells in the spinal fluid 
and the glucose and protein content were within 
normal limits. Kolmer and Kahn tests were negative 
for syphilis. Cephalin flocculation was normal. Chol- 
esterol content was 202 mg. per 100 cc. of serum 
(normal 120-260 mg.). 

In a skeletal survey, bone development was ob- 
served to be six or eight months ahead of normal. 

An electroencephalogram was reported as dif- 
fusely abnormal in mild to moderate degree, com- 
patible with some generalized disturbance or delayed 
maturation of the brain. A pneumoencephalogram 
was reported as showing a moderate degree of cere- 
bral atrophy. 

A variety of drugs—diphenhydramine hydrochlo- 
ride, calcium and barbiturates—were given in an 
attempt to allay itching and control the seizures, but 
no beneficial effect was noted. 

The problem was discussed with an oncologist 
who was interested in the metabolism of phenylala- 
nine, and he suggested a trial of cortisone alone and 
then in combination with ascorbic acid. The criteria 
to be used for evidence of the effectiveness of the 
drugs were: Disappearance of the excretion of 
phenylpyruvic acid; alteration in eczema; changes 
in seizures; mental or physical improvement. 

Beginning November 23, 1953, at the age of 23 
months and a weight of 27 pounds 10 ounces, the 
patient was given a five-day test with cortisone 
alone, as follows: First day, 50 mg.; second day, 
100 mg.; third day, 75 mg.; fourth and fifth days, 
50 mg. each. 

On December 2 the family reported that the child 
had shown almost immediate improvement. She 
slept better and seemed more active and alert, and 
pruritus abated. A test showed no change in the 
phenylketonuria. Cortisone was continued, 25 mg. 
twice daily, and the patient was seen again at the 
end of two weeks. The reports were less enthusiastic 
than after the first five days. The pruritus remained 
under control and the patient remained more alert 
than she had been before cortisone therapy, but she 
continued to have difficulty in falling asleep at night 
because of seizures. The phenylpyruvic test reaction 
remained positive. As seizures continued after three 
weeks of administration of 50 mg. of cortisone 
daily, dilantin was given, 50 mg. three times a day, 
and phenobarbital, 15.0 mg. three times a day, to 
see whether or not this, with the cortisone, would 
control them. 

At the age of two years and after approximately 
six weeks of cortisone therapy the patient was 
reexamined on January 7, 1954. The family of its 
own accord had discontinued giving dilantin and 
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phenobarbital because the seizures had not been 
controlled. The pruritus was under control, there 
was no eczema, and the patient was more alert, 
reached for objects and played with some of them, 
and made some attempts to sit up. The body weight 
was 28 pounds, Cortisone was continued, 50 mg. 
daily, and 200 mg. of ascorbic acid was added. On 
March 13 the status remained the same. It was then 
decided to try a definitive test with high doses of 
cortisone and ascorbic acid. As a preparation for 
this regimen, the ascorbic acid was omitted for 
three days, and then cortisone alone was given in 
a dosage of 150 mg. daily for one week. At the 
end of this period phenylpyruvic acid was still ex- 
creted in the urine. With no change in cortisone 
dosage, ascorbic acid, 500 mg. daily, was added. A 
urine test after five days of therapy with both drugs 
still showed phenylketonuria. A few days after the 
amount of cortisone was increased to 150 mg. daily, 
the night seizures stopped. There was complete con- 
trol of eczema and pruritus, and the patient was 
happy, somewhat playful, able to reach for objects, 
recognized her parents to a degree and could sit up 
without support. More or less empirically and 
because of the reports of seizures due to pyridoxine 
deficiency, 10 mg. of vitamin B, daily, was added 
to the cortisone and ascorbic acid already or 
given. At the end of a month, phenylpyruvic aci 

was still being excreted in the urine. Quantitative 
tests were not done. Although the general improve- 
ment noted earlier continued, it seemed insufficient 
to warrant continuing the drugs in so high a dosage. 


A period of experimentation to find the minimal 
adequate dose of cortisone was then started. When 
cortisone was reduced to 25 mg. daily, but the 
other two drugs maintained at previous levels, ec- 
zema returned and the patient became irritable and 
lost interest in her surroundings. Cortisone was 
therefore increased to 50 mg. daily and pyridoxine 
and ascorbic acid were discontinued, A normal diet 
with adequate content of vitamins was maintained. 


Two other unsuccessful attempts to help this child 
were made. One was the use of reserpine, which 
did not relieve the restlessness. The other was a 
phenylalanine-free diet, which she would not eat. 
The patient was put into an institution in 1955. 


DISCUSSION 


In retrospect the general improvement of this 
child on cortisone may be significant. At the time 
of the experiment, the primary interest was in what 
effect there might be on the output of phenylpyruvic 
acid. Throughout the period of experimentation, 
phenylketonuria continued. 

Although it is difficult to separate alterations due 
to growth and development in a retarded child 
from effects of therapy, it can be stated that the 
eczema and general pruritus improved and practi- 
cally disappeared during therapy. (It must be noted 
that this is not unique in patients with phenylpy- 
ruvic oligophrenia.) The seizures ceased after the 
dose of cortisone was increased to 150 mg. daily 
but did not return during a period of observation 
when it was again reduced to 25 and 50 mg. Hence, 
an assumption that cortisone therapy per se brought 
about the improvement must be looked upon skepti- 
cally. Finally, the general improvement in aware- 
ness, in emotional response and in ability to sit up 
and reach for objects not only began soon after 
therapy with the drug was started but definitely 
lapsed when it was discontinued. The improvement 
was not sufficient in a profoundly retarded child 
at the age of two years to warrant hope that devel- 
opment could proceed to any worthwhile degree, 
and therapy was therefore discontinued except to 
the extent that it enhanced the comfort of the 
patient, 


SUMMARY 


A case of phenylpyruvic oligophrenia is reported 
in which cortisone, ascorbic acid and pyridoxine 
alone and in combination were tried. 

The urinary excretion of phenylpyruvic acid 
with cortisone alone or in combination with ascorbic 
acid and pyridoxine was not changed. The comfort 
of the child, however, increased during cortisone 
therapy; eczema and pruritus were controlled and 
seizures were abated. The patient showed some 
general growth in mental acuity, emotional status 
and physical accomplishments. The experiment did 
not seem promising enough to continue the therapy 
in this child. 


3641 California Street, San Francisco 18. 
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RELATIVE VALUE SURVEY DEADLINE EXTENDED 


At the 1958 session of the California Medical Association House of Delegates, 
it was unanimously ordered that the C.M.A. thoroughly survey the fees being 
charged by C.M.A. members throughout the State. A printed survey form was 
distributed to each C.M.A. member in mid-September. 

A minimum of 40 per cent participation is required to obtain the weight of 
authority so essential to the successful use of the survey results. 

Among other things, these results will be used for basic information as to fees 
currently being charged by the medical profession so that insurance companies, 
government agencies, labor unions and others interested in group purchase of 
medical care may avoid setting up plans entailing arbitrary and unrealistic fee 
schedules. Unless adequate participation is achieved, future efforts will have to be 
based on an out-dated study of fees of five years ago. Accordingly, the deadline for 
returns has been extended to December 1, 1958. 


Every physician should make a special effort to complete and return the 
survey form and should urge his colleagues to do so. 


SS 


SENS 


Public Assistance Medical Care 


WHEN THE U. S. Concress added the “George 
amendment” to H.R. 7225 in the 1956 session, few 
physicians paid much, if any, attention to it. The 
amendment provided a new method of allowing 
funds for meeting the medical expenses of certain 
beneficiaries of the Social Security Act. 

The following year, when the California state 
Legislature adopted AB 679, to provide funds to 
match the federal appropriation under this Social 
Security amendment, there were no voices raised 
against it. 

When, however, the state and federal laws be- 
came operative in October, 1957, physicians 
throughout California raised their voices in un- 
mistakable protest. 

The physicians found, overnight, that some of 
their private patients of long standing were on the 
receiving end of the welfare rolls and were sud- 
denly entitled to visit a physician and have the 
welfare department pay the bill. The bill, however, 
was paid at a level adopted by the State Depart- 
ment of Social Welfare and only after the physician 
had signed various papers certifying to his diag- 
nosis, his treatment and his agreement not to assess 
any additional fee against the patient. 

County societies immediately started their own 
actions in opposition to this new law. Some circu- 
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lated agreements among their members, who signed 
to the effect they would not accept patients under 
this program. Others offered the alternative of 
county hospital or clinic care for these eligible 
patients. 

It is noteworthy that all such county society 
actions made provision for the care of the patients. 
It was the plan that was abandoned—not the el- 
derly, the blind or the children eligible to receive 
medical assistance under the joint federal-state 
program. 

Culmination of the medical protest against this 
program came in the CMA 1958 House of Dele- 
gates, when 20 separate resolutions were introduced 
on this one subject. The volume of proposals was 
so great that the Speaker of the House named a 
special reference committee to consider this one 
topic. 

The reference committee came up with a single 
resolution which, despite many efforts to amend, 
was passed by the House of Delegates to become 
the governing policy of the California Medical 
Association in dealing with this problem. 

One year has now passed since this program went 
into effect; six months have passed since the House 
of Delegates adjourned. The time seems appropriate 
for a review. 

The resolution adopted by the House of Delegates 
was based on three words—“Reject, Repeal, Rec- 
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tify.” In simple terms, the House voted to reject the 
idea or philosophy of this program; it voted to 
attempt to repeal the enabling state legislation; it 
voted to correct shortcomings in the program if 
outright repeal could not be had. 

The “reject” portion of the resolution spoke for 
itself. The press carried complete reports that the 
physicians of California did, in their own philoso- 
phy, reject the philosophy of AB 679, the enabling 
legislation passed by the state Legislature. This por- 
tion of the House of Delegates resolution appears 
to have been satisfied at the moment the resolution 
was passed. In legal language, res ipsa loquitur. 

The “repeal” and “rectify” portions of the reso- 
lution presented still another problem. To begin 
with, these two words represent incongruous points 
of view. Repeal means “do away with it, get it off 
the books.” Rectify means “change it so that it is 
more palatable.” Obviously, both cannot be done. 

In legislative procedure, a motion to amend a 
proposed law represents an implied approval if the 
amendment is adopted. In this sense, “rectify” sig- 
nifies intended approval of the law if it is changed 
satisfactorily. “Repeal” means outright opposition 
under any circumstances. 

The Council of the CMA has faced this dilemma 
since the 1958 House of Delegates adjourned. 


Repeal of AB 679 has not been physically pos- 
sible since the meeting of the House, for the simple 
reason that the Legislature has not been in session 
and thus has not had a chance to vote on a proposal 
for repeal. A poll of the members of the Legislature 
has indicated conclusively that a direct attempt at 
repeal would fall on deaf ears in that body. The 
Association has been represented at hearings held 
by the Senate Interim Committee on Social Welfare 
and has made known to that committee the thoughts 
expressed by the House of Delegates. To date, no 
member of the Legislature has been found who 
would even author such a bill. 

Meanwhile, with even the bare posibility of repeal 
months away, the CMA Council has quietly but 
effectively gone about the business of “rectifying” 
the provisions of the law and its administrative 
regulations. 

The House of Delegates resolution asked that 
control of the program be vested in the counties. 
This has been done to the extent possible under 
federal-state law. 

The resolution asked that county societies coop- 
erate with their local welfare departments in ad- 
ministering the program. This has been done 
statewide, with obvious benefit to all concerned. 

The resolution asked for an acceleration of vari- 
ous pilot programs, including one to try doing away 
with fee schedules. To date three such programs 
have been proposed in separate counties and each 
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has been accorded consideration by the State Board 
of Social Welfare. While none has yet been fully 
approved, the state agency has made it plain that 
it will entertain suggestions proposed by the county 
societies. Thus this section of the resolution is being 
actively prosecuted. 


The resolution asked that prior authorization for 
the treatment of patients be done away with. This 
has already been done in some counties and will 
be done progressively throughout the state. This 
part of the resolution has been complied with. 


The resolution asked that the system of dual 
payments be abandoned and a uniform method of 
payment established. The State Board of Social 
Welfare has agreed to this request and will establish 
a uniform method of payment when the preferred 
type of payment is determined by the physicians 
themselves. To date there have been technical 
questions which have delayed the accurate determi- 
nation of a uniform method of payment desired by 
physicians, but this problem is under study and a 
valid determination will soon emerge, either state- 
wide or on a county-by-county basis. 

The final section of the resolution suggested that 
the Governor appoint one or more physicians as 
members of the State Board of Social Welfare. 
California will have a new Governor in January and 
proper representations can be made to him at that 
time. Obviously, a lame duck appointment at this 
time would serve no useful purpose, 


Thus, despite the implications in some carping 
criticism, the CMA has not sat back idly. It has 
followed the instructions of the House of Delegates 
and is prepared to continue this process. 


When the state Legislature meets next January 
and has a chance to review some of the changes 
that have been made in the federal law since its 
original adoption, further beneficial changes in this 
law will become possible. The present federal law 
will allow the state more latitude in its administra- 
tion of this program and it is to be hoped that, with 
this greater freedom, state changes may be made 
to convert this welfare effort into something better 
for its recipients and for the physicians who care 
for them. 

The CMA Council has remained alert to the need 
for change in the welfare program. Its committee 
of liaison with the State Department of Social Wel- 
fare has been extremely active in pressing for im- 
provements and changes asked by physicians. The 
county societies have worked with their respective 
welfare departments in a most cooperative fashion. 

Thus, with the “reject” portion of the 1958 reso- 
lution accomplished, and with the “repeal” portion 
nothing more than a hope during legislative recess, 
the “rectify” part of the House of Delegates policy 
seems to be well in hand. 
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PUBLIC RELATIONS 


An Action Program for the California Medical Association 


YOUR PUBLIC RELATIONS COMMITTEE has spent 
many hours in a discussion of the basic problems 
and objectives of medical public relations, and of 
the methods and techniques by which a forward- 
looking program may be carried out. 

The Committee has concluded that a fundamental 
problem of present day medical public relations, 
and indeed of medicine itself, is the challenge to 
freedom of choice and freedom of action of both 
doctor and patient which is posed by other than 
traditional forms of medical practice such as panel 
medicine, health center medicine, government med- 
icine and compulsory health insurance. An effective 
modern policy and program must propose to meet 
this challenge. 


A STUDY IN SAN FRANCISCO 


Five years ago a study committee of the San 
Francisco Medical Society surveyed the literature 
on medical public relations and canvassed the mem- 
bership of the society for its criticisms and con- 
structive suggestions. Each of the data obtained by 
these means was classified by the committee into 
one of five categories as follows: 

1. A lessened emphasis on the personal relation- 
ship between the doctor and his patient, or a break- 
down in this relationship. 

2. A public faith in the capabilities of modern 
medical science above and beyond what is war- 
ranted by the facts. This is in many ways compar- 
able to Ponce de Leon’s search for the Fountain of 
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Youth, and views modern medicine as a precise 

science, capable of giving everlasting life. Many 

people believing this are determined that this shall 

be theirs. Disillusioned, they are often resentful. 
3. Problems relating to medical economics. 


4. The consequences of isolation and specializa- 
tion within our profession. The increasingly special- 
ized doctor, engrossed in his technology, has tended 
to withdraw from the community and even from 
his colleagues, with the result that the position of 
leadership and respect enjoyed by the traditional 
“horse and buggy doctor” may be forfeited, and 
one specialty within the profession may even be 
unaware of the problems of another. 

5. Cumbersome, awkward or inadequate commu- 
nications and administrative procedures within the 
society. 
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SOME BASIC FORCES IN OUR SOCIETY 


The Committee recognized that certain powerful 
forces in our culture are at the root of the present- 
day challenge to freedom in medicine and to its 
public relations. These are inherent in the evolution 
of our democracy and are familiar to all. 

1. Economic forces have resulted in increased 
costs, increased taxes, widespread deficit financing 
and the development of “fringe” benefits with the 
“third party” entering into the economics of medi- 
cal care with its own interests to protect. 


2. A fairly recent concept that the practice of 
medicine is essentially a commodity, consisting of 
diagnostic laboratory procedures, therapeutic pills, 
injections, operations and so forth, is held by many 
persons both within and without the profession. 
Accepting this concept, they logically believe that 
the practice of medicine should be handled as any 
other commodity and the techniques of mass pro- 
duction and mass distribution applied, as is done 
in the production and distribution of automobiles, 
for example. 

3. The present day social trend which is shifting 
its emphasis from free enterprise toward the welfare 
state is of great importance. This force is very 
deep, very real, and fundamental to the challenge 
to freedom of action in medical care. 


4. Political forces, because of the characteristics 


inherent in the democratic voting process, tend to 


move progressively in the direction of collectivism, 
and also to reflect the other forces described above. 


THE DEFENSE TO DATE 


The medical profession has instinctively opposed 
these trends as not being good for patients, doctors 
or the practice of medicine. What has been the 
defense to date? 

1. In the economic field positive action has been 
taken in establishing Blue Cross, Blue Shield, other 
voluntary health insurance programs, relative value 
fee schedules, and the like. These measures, how- 
ever, have not been adequate to meet the challenge. 
It seems unlikely that this basic challenge can ever 
be met with economic competition alone, because 
private medicine, by virtue of the individual phy- 
sician’s overhead, will probably always cost more 
than many forms of collective medical practice. 
Therefore, it is necessary that people be willing to 
pay more for the best medical care. 

2. The defense against the concept of medical 
care as a commodity to be mass produced and mass 
distributed has been quite difficult. It turns upon 
such things as the art, as opposed to the science, of 
medicine, the importance of the doctor-patient re- 
lationship, and “better” medical care. These terms 
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are poorly defined. Their meaning is vague. They 
have not been sold to the public, and the public, 
not understanding, cares little about them. 


3. The defense against the social trend towards 
collectivism has been characterized by a nostalgic 
effort to return to the good old days. Emotional 
appeals have been used (Whitaker & Baxter), or 
the position taken that what is good for medicine 
is good for the public, an attitude similar to former 
Defense Secretary Wilson’s, “What is good for Gen- 
eral Motors is good for the country.” The arguments 
used have depended heavily upon cliches such as 
“free choice” and “doctor-patient relationship” and 
our undocumented belief that private medicine is 
actually better for the patient. 

4, In politics, the defense has been largely based 
on the quite effective use of pressure and persuasion 
in an effort to turn or at least to slow the tide. 
Legislators, special groups in the communities, and 
doctors themselves have been influenced. But the 
final analysis in terms of the basic challenge reveals 
a fatal weakness in this approach. The ultimate 
pressure weapon is the strike, and this will not be 
used. It is unthinkable to the profession; it would 
be unenforceable among doctors and would never 
be tolerated by the public. For these reasons the use 
of political pressure must be inadequate in any final 
test. 


All of this presents a depressing picture. Many 
physicians believe that the political, social, eco- 
nomic and philosophic forces tending toward collec- 
tivism cannot be neutralized, and that it is only a 
matter of time until the socialization of medicine 
will occur. Others are more hopeful, feeling that the 
issue has yet to be decided. 


SOME ASSETS 


The Committee believes the present position can 
be strengthened to the point where the medical pro- 
fession will be able to maintain what it believes 
to be the best form of practice for its patients, In 
the opinion of the Committee, some of the assets 
of this present position are as follows: 

1. The quality of medical care rendered by Cali- 
fornia physicians is clearly an asset which should 
be evident to all. 

2. Personal medicine is superior to various forms 
of collective medicine. But this must be demon- 
strated and the public convinced. 

3. Many surveys show that people continue to 
want their own personal physician. Those who ad- 
vocate other forms of medical practice must per- 
suade them otherwise, and this is not always easy. 

4. There is a fundamental desire for freedom 
present in every individual and this applies to a 
desire for freedom of action as far as his own 
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health is concerned. Basically he cares more about 
himself and his family than he does about any 
union or any collective notion. 


5. Each doctor has a deep interest in the welfare 
of his patients and his fellow man. This, though 
sometimes lost sight of, is the basic drive which 
motivates physicians to undertake the study and 
practice of medicine. It is this interest of the doctor 
combined with the concern of the patient with his 
individual problems which results in the personal 
doctor-patient relationship. 

6. It is a fundamental fact that in the long run 
what is best for the patient is always best for medi- 
cal practice and for the doctor. This fact, too, has 
been lost sight of sometimes. 

The Committee believes that if the basic chal- 
lenge to freedom in medical care is to be met, the 
emphasis must be at the individual level. The indi- 
vidual chooses for himself, for his family, for his 
group, for his union or at the ballot box between 
personal medicine and some other form of medical 
practice. If the individual is convinced that private 
medicine is best, the political, social and economic 
aspects of the problem will work themselves out. A 
major asset lies in the fact that personal medicine 
can have its strongest influence at the level of the 
individual where the personal physician renders 
his personal service. Panel medicine: and other 
forms of collective medicine are weaker at this 
point. 


THE INDIVIDUAL IN OUR SOCIETY 


It is appropriate to consider the position of the 
individual in our society in relation to medicine’s 
public policy and public relations. Our democratic 
tradition holds that everyone is free and equal. But 
it is obvious that no one can be completely free 
and equally obvious that people are not all equal. 
In the evolution of our democracy the element of 
freedom has lost some of its impact and the element 
of equality, which is inherent in collectivism and 
in the desire for security, has gained strength. This 
was predicted more than a century ago by Alexis 
de Tocqueville. The principle of majority rule in- 
herent in democracy tends to emphasize collective 
interests over those interests of the individual, 
which are different from the group. At the ballot 
box the voter often may choose only among alterna- 
tives presented by various pressure groups repre- 
senting special collective interests. There is infre- 
quently a pressure group or collective interest 
representing the voter’s desire for personal and 
individual freedom. Consequently, over the years 
the trend is inevitably toward collectivism unless a 
neutralizing or opposing force is brought to bear. 


But the nature of the individual does not change 
and the desire for individual freedom remains 
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strong. History emphasizes this unceasing, dynamic 
struggle to achieve a balance and shows thai each 
time collective security becomes too binding there 
is reversion or revolt towards freedom. The idea of 
freedom is particularly rooted in the history of 
our own nation. Together with security, it is a need 
of every individual. This desire for personal free- 
dom is the force which must be mobilized and made 
strong enough to neutralize the trend toward collec- 
tivism in medical care. 


THE ROLE OF THE PROFESSION 


It would appear that organized medicine is in a 
strong position to champion the individual’s desire 
for personal freedom, together with his need for se- 
curity, particularly as it relates to his medical care. 
There is an established local, state and national or- 
ganization. There is the long tradition of the doc- 
tor’s personal interest in the individual patient. In- 
deed, this is the raison d’etre of the medical profes- 
sion. It is the crux of the traditional doctor-patient 
relationship. Therefore it follows that if it is in the 
best interest of the individual to achieve a balance 
between his desire for freedom and his desire for 
security, both in solving his personal problems and 
in his need for medical care, then this must be the 
goal of his doctor. That which is good for the pa- 
tient and that which is good for the medical profes- 
sion are fundamentally identical. 

It is noteworthy that under some conditions col- 
lective medicine is actually in the best interest of 
the patient. This occurs whenever what might be 
called “epidemic” conditions exist and the principle 
of the greatest good for the greatest number actu- 
ally becomes the best interest of each individual un- 
der the circumstances. Historically organized medi- 
cine has without question entered into collective 
forms of medical practice when such “epidemic” 
conditions prevail. This occurs in military medi- 
cine with its threat of epidemic injuries, in civil de- 
fense programs, in public health where there is a 
threat of epidemic disease, and occasionally where 
groups of people are isolated from access to ordi- 
nary medical care. 

But medical care problems in this country are 
normally “endemic,” not “epidemic.” Under the 
usual conditions the individual himself is the pri- 
mary concern, personal medicine serves his interest 
better and the best result for each individual is not 
synonymous with the greatest good for the greatest 
number. 


A PROGRAM OF MEDICAL PUBLIC RELATIONS 


Under the present circumstances, and to meet the 
challenge to freedom of choice and freedom of ac- 
tion of both doctor and patient in medical practice, 
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the following concepts are suggested as fundamental 
to a timely program of public relations and public 
policy: 

1. The personal character of our medical prac- 
tice must be emphasized. 


2. The doctor and the medical profession must 
be identified with the desire present in every indi- 
vidual for freedom of action, particularly in matters 
pertaining to his health and welfare. 


3. The doctor-patient relationship, with its spe- 
cial concern with the individual as such, must be 
extended to public relations and to public policy. 
The doctor-patient relationship between organized 
medicine as physicians and the community as a 
group of individuals, must become a social reality. 


4. The interest of the doctor and the profession 
in the individual must be extended to include his 
political, social and economic predicament as it in- 
volves his medical care. In each instance that which 
is best for the individual or for the groups of indi- 
viduals under the existing circumstances should be 
supported. 


5. The emphasis of public policy and public rela- 
tions must be shifted from what is good for medi- 
cine to what is good for the public or good for the 
patient. Actually, in the long run, these are iden- 
tical. 


To illustrate the last points from the public rela- 


tions standpoint, two recent examples are cited. The 
first emphasized medicine and the doctor’s interest, 
and the second, the patient and his interest. During 
the recent legislative hearings on the Department of 
Social Welfare’s Medical Assistance Program, sev- 
eral statements made by physicians gave rise to un- 
favorable editorial comment and antagonistic “let- 
ters to the editor.” These physicians were quoted as 
having stated that the bill “subjugated medical per- 
sonnel,” “demeaned the physician’s personal dig- 
nity,” “degraded medical care to the lowest level,” 
“deprived doctor of his soul-satisfying feeling that 
he is charitable,” “third party medicine is a viola- 
tion of our rights as physicians.” Statements such as 
these, reflecting the attitude that what’s good for 
medicine is good for the State, were received un- 
sympathetically by the press and by the public. 

On the other hand, the House of Delegates’ Reso- 
lution No. 28, which dealt with basic medical rights 
for the individual, achieved prompt and wide ac- 
ceptance. Within a few weeks, its principle was ac- 
cepted by the American Medical Association House 
of Delegates and more recently, by the United States 
Senate. It is noteworthy that when the emphasis was 
on the doctor and his special interests, the result 
was a poor public reaction, and when the emphasis 
was on the patient and his interest, the result was 
good. 
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The Committee reviewed its capability for action 
in terms of this evaluation. It believes that it has a 
basic policy in the 1956 Public Relations Committee 
report which was approved by the House of Dele- 
gates. This report recommended that the public rela- 
tions program of the California Medical Associa- 
tion should: 


1. Emphasize the interest of the medical profes- 
sion in the individual and strengthen the doctor- 
patient relationship. 


2. Emphasize the capabilities and limitations of 
modern medical science and point out that it is not 
a commodity which can be mass produced and mass 
distributed but an individual service which is ren- 
dered on a personal basis. 


3. Intensify the efforts of the profession in the 
field of medical economics with emphasis both on 
the patient’s desire for freedom of action and his 
need for secure protection. 


4. Continue the program to improve constantly 
the service rendered by individual physicians to 
their patients. 


Realizing that public relations is essentially a 
problem in communications the Committee has con- 
sidered both the internal and external communica- 
tions of the California Medical Association. Internal 
communications with our individual members are 
carried out through Newsletter, CaLIFoRNIA MEDI- 
CINE, various programs and publications of the 
county societies, and the annual visit of the Presi- 
dent or President-Elect to the component societies. 
The Committee also noted that the Councilors them- 
selves are a valuable channel of communication 
with the membership. Consideration was also given 
to mechanisms for internal coordination of public 
relations policies and programs at California Medi- 
cal Association level. External communications, by 
which is meant communications between the medi- 
cal profession and the public, were discussed. Tech- 
niques for use in the doctor’s office, by county soci- 
eties and by the California Medical Association, 
were considered. 

The Committee also has given attention to certain 
areas of needed study. In the present circumstances 
it is considered imperative that convincing argu- 
ments and objective data be developed to: 


1. Substantiate the belief that personal medicine 
is better than collective medicine under “endemic” 
conditions. 


2. Characterize the doctor-patient relationship 
and demonstrate its importance to a public which 
understands it poorly and is apathetic toward it. 

3. Demonstrate the importance of freedom of ac- 
tion by the individual in his medical care in a way 
which will be convincing to a person who believes 
otherwise. 
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4. Differentiate clearly the advantages of group 
medicine which is recognized and approved within 
the framework of organized medicine from the dis- 
advantages of closed panels, which are not. 


IMPLEMENTATION OF A PUBLIC RELATIONS POLICY 


The implementation of a public relations policy 
consists of good performance both on the part of 
the individual physician and on the part of each 
component of organized medicine. This good per- 
formance includes the practice of the best medicine 
and also an esprit de corps in the profession, good 
public performance, sound policy, good leadership, 
effective communications, internal and external edu- 
cational programs and a thousand other things. It 
includes every event in every doctor’s office. It in- 
cludes every action or inaction of every medical so- 
ciety. It includes every public utterance of every 
physician whether it is official or unofficial. 


IN SUMMARY 


The historic forces toward collectivism and se- 
curity are frighteningly strong. The balancing force, 
the desire of the individual for his freedom, is rela- 
tively latent and unchampioned. Each individual 


A Statement on Newspaper 
Reports on a Study of Hospitals 


A statement of the California Medical Association, 
presented in its behalf by Howard Hassard, CMA 
legal counsel, before the Subcommittee on 
Hospitals of the Assembly Committee on Public 
Health. San Francisco, August 30, 1958. 


Mr. Chairman and members of the Committee: 


The California Medical Association is glad to 
meet with you for a discussion of recent news re- 
ports which have indicated to you the possible need 
of looking into the practices of some physicians and 
some hospitals in California. 

The California Medical Association is a non- 
profit membership association, in which member- 
ship is voluntary. The Association is made up of a 
federation of 40 county medical societies in the 
state, each of them autonomous in its own actions 
and decisions. The Association, in turn, federates 
with other state and territorial medical associations 
to form the American Medical Association. 

The purposes of the Association are clearly set 
forth in its Constitution. They are enumerated as 
“to promote the science and art of medicine, the 
protection of the public health and the betterment 
of the medical profession; to promote similar inter- 
ests of its component societies . . .” 
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and each group in the history of human civilization 
has tried to balance the needs for freedom and for 
security. The doctor helps his patient achieve this 
balance in his personal problems in terms of his 
capabilities and disabilities. This interest must now 
be extended to include the problems of the indi- 
vidual in matters pertaining to his medical care in 
relation to modern political, economic and social 
pressures. 

The doctor and organized medicine must extend 
this traditional doctor-patient relationship to help 
the individual as a voter to balance the ideals of 
freedom and security in medical care and must act 
as physician to the community in accomplishing 
this. Such activity can be an expression of the 
deeply powerful and emotional drive in each doctor 
to serve the best interests of his patient, whatever 
may be his circumstances. A successful program of 
public policy and public relations must be an ex- 
pression of this traditional concern with every indi- 
vidual who is or may become the patient, as distin- 
guished from the collective concept of medical prac- 
tice as a tangible commodity suitable for mass dis- 
tribution, which at best, can only achieve the col- 
lective goal of the greatest good for the greatest 
number, which might or might not happen to in- 
clude any individual patient. 


The clear language of these constitutional pro- 
visions has been rigidly followed for the past 102 
years. 

Constantly seeking improvement, the CMA several 
years ago embarked on a series of studies of the 
relationships between physicians and their patients. 
We sought to learn why some patients are happy 
and enthusiastic in their relationships with their 
own physicians and others are not. 

These studies were undertaken as the groundwork 
for seeking the causes for medical malpractice ac- 
tions that have been finding their way into our 
courtrooms in increasing numbers and severity in 
the past decade or so. The cost of these actions has 
been high but, more important, there is the under- 
lying question of why such actions should ever arise 
in the first place. If the correct answer can be found 
to that question, the welfare of all will be materially 
benefited. 

We have long recognized that medical malpractice 
actions are in some measure what we call “poor 
public relations gone to court.” Since each such 
action represents a patient on one side and a phy- 
sician on the other, we must get down to the orig- 
inal point of contact between a patient and a doctor. 

To start from this point the Association has called 
upon various of its regular and special committees 
to study the relationship between physicians and 
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patients. It has also retained outside consultants, 
including technical services by Stanford Research 
Institute. In fact, the CMA has spent in cash $178,- 
157 in this endeavor during the past three years. 

The first such study (1955) was made in the 
form of an analysis of physicians who had had mal- 
practice suits filed against them. Contrasted with 
these physicians was a control group of physicians 
in comparable situations who had not had such suits. 
This pilot study—called the San Mateo Project— 
led to further research. 

Another study was made on ‘patients who had 
been plaintiffs in malpractice actions, contrasted 
with a control group of patients who had not been 
involved in such litigation. A summary of this study 
was published and sent to each county medical so- 
ciety and to each member of the Association. We 
have now distributed 20,000 copies of this summary. 

More recently, and simply because there was evi- 
dence to show that some 70 per cent of malpractice 
actions arose from patients who have been hos- 
pitalized at the time of the alleged incident, we have 
sought to find out what happens in some hospitals 
that results in a high incidence of such actions. For 
the motivational research scientist to work it is nec- 
essary for him to use known contrasts or extremes. 
Thus four hospitals with the highest malpractice 
rates were selected to be compared with four hos- 
pitals with the lowest malpractice rates. Scientifically 
speaking, it would have been a surprise if the re- 
search had not disclosed strong contrasts. 

These studies have been made by consulting 
psychologists. Prior to the current study, the re- 
search team prepared a written report and submitted 
it—for critical comment—to a panel of distin- 
guished scientists in the humanities. After their 
revisions, the final report was prepared and sub- 
mitted to the CMA. The most recent study was sent 
to the Board of Review a brief fortnight ago. Al- 
most immediately a Scripps-Howard reporter com- 
menced publication of excerpts—mostly from pages 
149-150 of a 341l-page document. It is this most 
recent study which has found its way into the press 
even before the appropriate committee of the CMA 
has had a chance to review and evaluate it. 

The CMA has long realized that studies of this 
nature constitute in each instance a fragmentary 
part of an overall study which by its very nature 
must be on a long-term basis. The current report, 
together with a number of other reports, must be 
calmly appraised and evaluated. Its findings must 
be fitted together with other findings. Its validity 
must be established and its relative importance 
assayed before a mature and sound conclusion can 
be reached upon which the CMA might institute a 
program to improve any conditions found to be any- 
thing less than desirable. 
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It is unfortunate that the press stories which have 
appeared—and which have caused your committee 
to gather today—have been pretty much restricted 
to a few verbal, unverified items. 


CASE IN POINT—The San Francisco News, Tues- 
day, August 26, 1958, carried this banner headline 
“SECRET HOSPITAL REPORT—DOCTOR HATED KAISER 
SO LET A MAN DIE.” Such a statement is unbelieve- 
able to any thinking person. Its accusation is so 
abhorrent that it demanded above all else an im- 
mediate investigation of the facts. 


Here are the facts: 


In the report, on page 149, a reference to Hos- 
pital “F-2” contains a series of anonymous state- 
ments, unidentified in the report as to source. In 
fact, the authors, on page 146, say :—“Informal Re- 
ports—During the course of the research, a good 
number of informal comments . . . unsolicited in- 
formation, came to the attention of the investigators. 
Ordinarily, such materials are considered to have 
questionable value. . . . As with other verbal ma- 
terial we cannot authenticate what is said. . . .” 


One of the anonymous accusations freely quoted 
in the press is that a physician on emergency duty 
at F-2 hospital found that an accident victim be- 
longed to a closed panel health plan, that the phy- 
sician hated the particular plan so he had the patient 
put back in the ambulance and sent to the closed 
panel hospital, a few miles away, and the patient 
was dead on arrival. Although the report is anony- 
mous and although the California Medical Associa- 
tion did not know the names of the hospitals studied, 
it was possible from the newspaper information to 
determine the general location of Hospital F-2. 

Examination of public records at the court- 
house in Martinez, discloses the case of Black vs. 
Wise. This lawsuit was started in February, 1956, 
and was tried before Judge Wakefield Taylor and 
a jury, about two months ago. The facts—the plain- 
tiff alleged wrongful death; Black, a 29-year-old 
white male steelworker some time after leaving work 
drove his auto into a tree; was severely injured and 
was taken by ambulance to the emergency room of 
a nearby hospital. Dr. Wise was in attendance. After 
examination, and disclosure by Black that he be- 
longed to a nearby medical panel plan, Dr. Wise 
had him put back into the ambulance and sent to 
the plan’s hospital in the same county. He was dead 
on arrival. In the trial it developed that Black had 
a severe head injury, that Dr. Wise, a general prac- 
titioner, was not trained in brain surgery, that Dr. 
Wise thought the panel hospital did have a specialist 
for this type of injury, that the patient was sent to 
the panel hospital because of these facts and that 
Dr. Wise had no prior anticipation that he would 
not survive the journey. The Coroner’s death cer- 
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tificate reads, “cerebral contusions—pulmonary 
edema—alcoholism.” The result: The jury voted 
11-1 to exonerate the doctor. 


Regardless of the result of the lawsuit, one won- 
ders why these facts could not have been checked. 
Just a few weeks ago, the public press in Contra 
Costa County fully reported the trial of the case. 


In the past few days, the California Medical As- 
sociation offices and county medical society offices 
have had inquiries from members of the public 
indicating anxiety and querying us about what ac- 
tion medical societies take to protect the public. 

Medical societies constantly strive to maintain 
higher standards amongst their members and to 
discipline those found wanting. In fact in the same 
county to which I have previously referred, the 
Alameda-Contra Costa Medical Association, after 
formal hearing, expelled a physician for conduct 
detrimental to the welfare of his patients. This 
physician then sued the Association. The case was 
tried in Martinez and the Association’s action up- 
held. It was then appealed to the higher courts and 
the Association’s action again was upheld in part 
and modified in part. This case dragged through the 
courts for years and was just recently concluded. 
There are two sides to the coin—the Alameda-Contra 
Costa Medical Association to maintain high ethical 
standards spent thousands of dollars in legal costs, 
but to its credit it persevered. 


Right now in Central California an entire medical 
staff of a hospital is being sued. Why? After exten- 
sive study it decided that one of the physicians on 
the staff was inadequately trained to perform the 
surgical procedures that he undertook. On the staff 
recommendation he was dropped from the staff. The 
result: Everybody is now sued and.facing expensive, 
lengthy litigation. 

As attorney for medical societies, may I empha- 
size that remedial action can only be taken after 
thorough investigation. It is easy for noriresponsible 
third parties to say “throw the rascals out” but our 
law protects property and personal rights. Due 
process means one is innocent until proven guilty. 
Again as attorney for the societies, it is my duty to 
advise against hasty actions or actions based on 
personality rather than on facts or on conclusions de- 
rived from anonymous claims unsupported by prov- 
able facts. Within the framework of law, all charges, 
anonymous or otherwise, found in the research 
team’s report will be investigated and if the facts 
warrant, prosecuted. 


It is the position of the California Medical Asso- 
ciation that all studies into the physician-patient 
relationship should be made on a calm and pro- 
fessional basis as a means of establishing grounds 
for bettering the medical care available to the pa- 
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tient. If these research studies cannot be carried out 
in an atmosphere of confidence it is obvious that 
such studies cannot be made. 

Psychological research into the behavior patterns 
of patients and physicians is not the sole effort of 
the California Medical Association in the field of 
malpractice suits. In cooperation with the State Bar, 
the California Medical Association has instituted, 
developed, and is actively encouraging local medical 
expert panel systems, under which independent and 
qualified physicians on a voluntary basis will con- 
sult with and advise attorneys having clients who 
have a grievance against a physician. This system, 
jointly sponsored by the State Bar and the Califor- 
nia Medical Association, is described in articles 
published in the State Bar’s Journal and in CALt- 
FORNIA MeEpICcINE, the California Medical Associa- 
tion’s publication, in February of this year. It 
received widespread commendation in the public 
press. It is in actual being in Los Angeles County; 
it is in the process of establishment in San Diego, 
Alameda and San Francisco Counties. While it is 
new and experimental, the California Medical Asso- 
ciation sincerely hopes that time will prove its worth 
and that the public interests will be served. 

In summation, the California Medical Association 
and its component county societies now recognize 
and for some years have recognized the need of 
constantly improving medical standards; have made 
numerous and costly investigations into means of 
improving such standards; have maintained a disci- 
plinary system under which erring members may 
be subjected to professional punishment; have set 
up panels of physician experts to serve in lawsuits 
filed against their own members; in short, have 
devoted their efforts to a continuing program of 
self-improvement designed to benefit the patient. 


The Joint Commission on Accreditation of Hos- 
pitals has for many years formulated standards for 
hospital accreditation. Should a careful review of 
the findings of this current study indicate the need 
for additional standards to be set up or more ex- 
tensive inspection to be provided, the California 
Medical Association pledges that it will enthusias- 
tically cooperate with the California Hospital Asso- 
ciation and the Joint Commission on Accreditation 
to draft additional standards and safeguards that 
may be indicated. 


We readily recognize the public interest which 
your committee represents and your natural desire 
to look behind the smoke and try to locate any 
flames. If in your wisdom your committee decides 
to look more closely into these matters, the Cali- 
fornia Medical Association stands ready to offer 
you every cooperation and assistance at its com- 
mand. 
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Certified Psychologists 


On Aucust 18 of this year, the California Board of 
Medical Examiners certified 508 psychologists in 
this State. This was carried out under Chapter 6.6 
of the Business and Professions Code which became 
effective in September, 1957. 

This certification represents the culmination of 
many years of discussion between committees of the 
California State Psychological Association (CSPA) 
and the California Medical Association (CMA) on 
the role of psychologists in California. 

Since World War II, there has been a sizable 
increase in the number of psychologists trained for 
teaching, for research, for work in schools and in- 
dustry, and for clinical practice. In two fields, indus- 
trial and clinical, the growth has been more pro- 
nounced. Industry has turned to psychologists for 
professional counsel on the application of psycho- 
logical principles to the selection, utilization, devel- 
opment and coordination of human resources; for 
personnel and consumer research. 

The shortage of psychiatrists, coupled with the 
need and demand for the particular training and 
skills of clinical psychologists, has led to increased 
utilization of them in hospital and other clinical 
settings. Their role generally involves diagnostic 
testing, individual counseling and group psychother- 
apy. A relatively small number of clinical psycholo- 
gists are engaged in the private practice of counsel- 
ing, clinical testing and psychotherapy. 

The increase in demand for services has also led 
to the appearance of many unqualified persons call- 
ing themselves psychologists, often without adequate 
training, some with credentials from “diploma 
mills.” Both the medical profession and the well 
trained ethical psychologists have been alarmed at 
the absence of control over these unqualified per- 
sons and absence of regulation of their activities, 
even when obviously harmful to individuals seeking 
their counsel. 

The many discussions of CMA and CSPA com- 
mittees led to introduction of a certification measure 
that would indicate clearly which persons have had 
adequate training, and that would certify qualified 
psychologists. While many psychologists, particularly 
those in academic (teaching), research, school or 
industrial settings, are not involved in medical mat- 
ters, it was agreed that the public would best be 
protected by having all psychologists certified by the 
Psychology Examining Committee under the Board 
of Medical Examiners. This would not interfere in 
any way with the qualified psychologist in whatever 
field he might be working, but would offer controls 
over those psychologists engaged in private practice 
of counseling and psychotherapy. 

The legislation spelled out the education and 
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training requirements for certification as a psycholo- 
gist: a Ph.D. degree in psychology from a recog- 
nized university and three years of approved clinical 
practice, or an equivalent as defined under the Code 
and determined by the Psychology Examining Com- 
mittee. 

Since 1951 referrals to psychologists for psycho- 
therapy or other services for which psychologists 
are qualified by training and experience has been 
lawful (Business and Professions Code, section 
2013). However, the legal medical responsibility for 
the welfare of the patient continues to rest with the 
referring physician. 

The certification legislation, thus, in no way con- 
flicts with the Medical Practices Act. . . .“Nothing 
in this chapter shall be construed as permitting .. . 
the administration or prescription of drugs, any in- 
fringement upon the practice of medicine as defined 
in the laws of this State or the use of therapeutic 
measures in the diagnosis or treatment of the men- 
tally ill except in collaboration with a physician and 
surgeon as specified in Section 2013 of this Code.” 

Under the Certification Act, the practice of psy- 
chology is defined as “the application of established 
principles of learning, motivation, perception, think- 
ing, and emotional relationships to problems of 
personnel evaluation, group relations, and behavior 
adjustment, by persons trained in psychology. The 
application of said principles includes, but is not 
restricted to, counseling and the use of psychothera- 
peutic measures with persons or groups with ad- 
justment problems in the areas of work, family, 
school, and personal relationships; measuring and 
testing personality, intelligence, aptitudes, emotions, 
public opinion, attitudes, and skills; and doing re- 
search on problems relating to human behavior” 
(Business and Professions Code, section 2903.5). 

As of January 1 of this year, only persons with 
qualifying credentials are allowed to use the title of 
Certified Psychologist. Thus, of the original 1800 
who filed under the Act, nearly 900 will be uncerti- 
fied. The uncertified may continue to call themselves 
psychologists (but not certified psychologists) under 
2933.5 of the Business and Professions Code until 
1965, which gives them seven more years to qualify 
for certification. 

Only Certified Psychologists will be listed in the 
Directory of the Board of Medical Examiners. Of 
the initial 508 Certified Psychologists, 217 are in 
academic settings (such as teaching, school psychol- 
ogists and research in universities) 146 are in other 
institutional settings (such as Veterans Administra- 
tion and Civil Service); 48 are in industrial set- 
tings; and 97 are in private practice, mostly in the 
areas of concentrated population. 

The Psychology Examining Committee and the 
Mental Health Committee of the C.M.A. have been 
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meeting regularly and plan further meetings to 
promote mutual understanding and effective work- 
ing relationships for their respective professions. 
Any problems which may emerge will, under this 
arrangement, receive joint attention. 


Council Meeting Minutes 


Tentative Draft: Minutes of the 440th Meeting of 
the Council, San Diego, El Cortez Hotel, Septem- 
ber 13 and 14, 1958. 


The Council met on September 13, 1958, in the 
El Cortez Hotel, San Diego, for an informal discus- 
sion of basic philosophies and principles, such as 
consideration of such phrases as “free choice of 
physician,” “third party” and other items which 
enter into current discussion of socio-economic prob- 
lems. This day-long session was not recorded and 
minutes were not prepared on the informal discus- 
sions which took place. 

Official minutes of the September 14, 1958, meet- 
ing follow: 

The meeting was called to order by Vice-Chair- 
man Sherman in the El Cortez Hotel, San Diego, 
on Sunday, September 14, 1958, at 9:00 a.m. 


Roll Call: 

Present were President West, Président-Elect 
Reynolds, Speaker Doyle, Vice-Speaker Heron and 
Councilors MacLaggan, Wheeler, Todd, Foster, 
O’Neill, Kirchner, O’Connor, Shaw, Pearman, Har- 
rington, Davis, Sherman, Bostick and Teall. 

Absent for cause: Councilor Lum, Secretary Dan- 
iels and Editor Wilbur. 

A quorum present and acting. 

Present by invitation during all or part of the 
meeting were Messrs. Hunton, Thomas, Clancy, 
Gillette, Whelan and Collins of C.M.A. staff; Messrs. 
Hassard and Huber, legal counsel; Messrs. Read and 
Salisbury of the Public Health League of California; 
county society executives Scheuber of Alameda- 
Contra Costa, Jensen of Fresno, Geisert of Kern, 
Pettis and Field of Los Angeles, Marvin of River- 
side, Foster of Sacramento, Donmyer of San Ber- 
nardino, Nute of San Diego, Neick of San Fran- 
cisco, Donovan of Santa Clara, Dermott of Sonoma 
and Grove of Monterey; Messrs. Wahlberg and 
Lyon and Doctor William Gardenier of California 
Physicians’ Service; Doctor Malcolm Merrill, state 
director of public health; Doctor John Keye, medi- 
cal director of the State Department of Social Wel- 
fare; Doctor Dan O. Kilroy, legislative chairman; 
and several physicians representing, as officers or 
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council members, county societies in Santa Clara, 
Riverside, Kern, San Bernardino and San Diego 
Counties. 


1. Minutes for Approval: 
On motion duly made and seconded, minutes of 
the 439th Council meeting, held August 16, 1958, 


were approved. 


2. Membership: 

(a) A report of membership as of September 10, 
1958, was presented and ordered filed. 

(b) On motion duly made and seconded, 15 de- 
linquent members who had met their dues obliga- 
tions were voted reinstatement. 

(c) On motion duly made and seconded in each 
instance, two applicants were voted associate mem- 
bership. These were: Margaret R. Leftwich, Santa 
Clara County, and A. C. Atwood, Stanislaus County. 

(d) On motion duly made and seconded, it was 
voted to reduce the dues of one applicant because 
of illness. 


3. Financial: 

(a) A report of bank balances as of September 
10, 1958, was presented and ordered filed. 

(b) Chairman Heron of the Finance Committee 
reported that the Association must plan for funds 
needed to complete the purchase of a headquarters 
building next July 1. He also asked that the Council 
give additional thought to financial demands for the 
establishment of a department of research, which 
would require an increase in dues. 


4. Commission on Medical Services: 

(a) Rehabilitation: The Committee on Rehabili- 
tation presented a statement and guide for the assist- 
ance of county medical societies in establishing 
their own machinery to deal with rehabilitation 
problems. Upon approval of this statement and 
guide, the committee proposed to send copies to the 
county societies. On motion duly made and sec- 
onded, it was voted to approve the statement and 
guide and to forward copies to the county societies. 

(b) Public Welfare: Doctor Leslie B. Magoon 
and associates, representing the Santa Clara County 
Medical Society, requested the Council to approve 
a plan suggested by the county society under which 
an indemnity type of payment for medical services 
rendered under the public assistance medical care 
program would be instituted. On motion duly made 
and seconded, it was voted that the Council approve 
and support the effort of the Santa Clara County 
Medical Society to establish its proposed indemnity 
pilot program in the California public assistance 
medical care program. 





Discussion was held on the advisability of pub- 
lishing the results of a poll taken of Association 
members several months ago as to their preferences 
for a uniform method of payment for services pro- 
vided under the public assistance medical care pro- 
gram. On motion duly made and seconded, it was 
voted to adopt the following statement: 

“Careful review of experience developing since 
the poll was taken suggests that the development of 
a uniform method of payments must be consistent 
with the development of pilot programs and local 
control on the county level as required by Resolved 
No. 3 of House of Delegates Resolution No. 1. The 
poll is inconsistent with this point of view. We 
therefore recommend that a new poll of the mem- 
bership be organized on a county basis as desired 
by each county society concerned. 

“In the light of subsequent developments the 
existing poll is inadequate. 

“Pending the completion of such a subsequent 
poll, the existing poll shall guide deliberations of 
the C.M.A. Council and committees.” 

Doctor John Keye, medical director of the State 
Department of Social Welfare, reported that audits 
of medical bills under the public assistance medical 
care program would be carried out through Cali- 
fornia Physicians’ Service review boards in those 
counties where C.P.S. acts as fiscal administrator. 
In other counties, the county societies will be called 
upon by local welfare directors to establish suitable 
review boards. 


5. Commission on Professional Welfare: 

Doctor Kirchner, chairman of the Medical Review 
and Advisory Board, suggested that Resolution No. 
14 of the 1957 House of Delegates be referred to the 
Liaison Committee to the State Bar of California. 
On motion duly made and seconded, it was voted 
to so refer. 

Doctor Kirchner reported that the American Hos- 
pital Association had requested the cooperation of 
the Medical Review and Advisory Board in produc- 
ing and distributing a film on medical malpractice. 
The Board has approved this request and will report 
to the Council on later developments. 

Mr. Fred Field, legal counsel to the Los Angeles 
County Medical Association, reported on a study 
being made on a claims prevention program which 
would utilize committees of the society. Further re- 
ports will be made on this study. 

Doctor Kirchner reported that a subcommittee 
of the Board, consisting of Doctors William F. 
Quinn, William Kaiser and James Yant had been 
appointed to make a thorough study of a report 
recently received from a psychological consultant 
and report back to the Board. On motion duly made 
and seconded, it was voted to approve this subcom- 
mittee. 
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On motion duly made and seconded, it was voted 
to refer to the Committee for Emergency Action 
several communications which had been received 
from parties interested in the psychological report. 

On motion duly made and seconded, the following 
resolution was adopted: 

Resolved: That the Council request: 

(1) The Committee for Emergency Action meet 
with the hospital staff of the Pittsburg Community 
Hospital. 

(2) The newly appointed subcommittee of the 
M.R.A.B. immediately go into the facets of the Blum 
report and make their recommendations for future 
action on this report to the M.R.A.B. and the 
Council. 

(3) The Council, through its president, Dr. West, 
make overtures to the California Hospital Associa- 
tion to form a joint committee to study this and 
other problems regarding doctor-hospital relations. 


6. Commission on Public Health and Public 
Agencies: 

Doctor Bostick reported that the budget of the 
State Department of Public Health now under 
preparation would include funds for work on radi- 
ation hazards. * 

Doctor Bostick proposed that Doctor Chester 
Barta of San Diego be named as the Association’s 
representative at the forthcoming Governor’s Confer- 
ence on Traffic Safety. On motion duly made and 
seconded, this nomination was approved. 

Doctor Bostick also reported that the Crippled 
Children’s Service was considering the addition of 
epilepsy as a disease entity coming under the serv- 
ice’s program. A subcommittee of the Advisory 
Committee to Crippled Children’s Service is now 
studying this proposal and, on motion duly made 
and seconded, it was voted to consider the recom- 
mendations of this subcommittee before the Council 
adopts a policy. 

7. Committee on Nominations: 

Doctor Bostick, as chairman of the Nominating 
Committee, recommended that Doctor Stuart Knox 
be appointed a member and chairman of the Com- 
mittee on Mental Health. On motion duly made and 
seconded, this appointment was voted. 

Doctor Bostick also proposed that Doctors C. 
Morley Sellery of Los Angeles, J. P. Conrad, Jr. of 
Fresno and William C. Chiapella of Chico (Sellery, 
chairman) be appointed as a liaison committee to 
the California Teachers’ Association. On motion 
duly made and seconded, these appointments were 
approved. 

8. Commission on Public Policy: 

(a) Mr. Ed Clancy gave a progress report on 
activities of the Committee on Public Relations and 
its department. 
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On motion duly made and seconded, the Council 
voted the following resolution: 


Wuereas, Glenn Gillette has served the California 
Medical Association ably and well after having been 
executive secretary of the Fresno County Medical 
Society ; and 

Wuenreas, Glenn has been selected as one of the 
field representatives of the American Medical Asso- 
ciation; and 

Wuenreas, his services will continue to be avail- 
able to the medical profession, so that the California 
Medical Association’s loss is the American Medical 
Association’s gain; now, therefore, be it 

Resolved: That the Council of the California Med- 
ical Association express to Glenn Gillette its best 
wishes for his happiness and success in his new 
appointment and its thanks for his valuable services 
to the California Medical Association. 


(b) Doctor Dan O. Kilroy, chairman of the Com- 
mittee on Legislation, suggested that representatives 
of the legislative committee attend meetings with 
hospital representatives on matters raised by a 
recent psychological study. 

On motion duly made and seconded, it was voted 
to invite Doctor J. Lafe Ludwig, a member of the 
legislative committees of both the C.M.A. and 
A.M.A., to attend Council meetings and make re- 
ports on national legislative matters. 


Mr. Hassard reported that a meeting had been 
held with representatives of the American Cancer 
Society, California division, relative to legislation 
to provide cancer control measures. 


Doctor Kilroy reported that a committee of state 
officials had recommended that standardized fees be 
adopted and paid by all departments of the state 
government which pay for medical care for indi- 
viduals. Under the proposal the Relative Value 
Studies would be used, with a $3.50 factor for the 
surgical and a $4 factor for other sections. On mo- 
tion duly made and seconded, it was voted that the 
C.M.A. recommend to the State Department of 
Finance the concept of paying the going rates as 
determined by current usual fee surveys by county 
units, with due consideration of the nature of the 
program to be served. 

On motion duly made and seconded, it was voted 
that each county society be asked to advise the Asso- 
ciation on what basis it considers that fees for the 
county area should be based, whether an average 
fee, median, model or third quartile. 


9. California Physicians’ Service: 


Doctor Heron reported that California Physicians’ 
Service now has 753,000 beneficiary and 13,798 


physician members. 
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10. Proposal for Research Department: 

Doctor West reported for an ad hoc committee 
which considered the advisability of establishing a 
research department within the Association. Discus- 
sion resulted in several amendments to the commit- 
tee’s report, which, on motion duly made and sec- 
onded, was approved as amended. 


1l. Annual Session: 


A report of the Committee on Scientific Work, 
outlining some of the plans for scientific meetings 
at the 1959 Annual Session, was presented and ap- 
proved as a progress report. The Council also voted 
on two proposed scientific exhibits on which the 
Committee on Scientific Work has sought Council 
advice. 


12. California Pharmaceutical Association: 


On motion duly made and seconded, it was voted 
to approve a request from the California Pharma- 
ceutical Association for appointment of a liaison 
committee for the discussion of problems of mutual 
interest and to name the Committee on Other Pro- 
fessions as the body to form such liaison. 


Time and Place of Next Meeting: 


The chairman announced that the next Council 
meeting would be held in San Francisco on Satur- 
day, October 11, and the November meeting in 
Disneyland on Saturday, November 8, 1958. 


Adjournment: 


There being no further business to come before it, 
the meeting was adjourned at 5:45 p.m. 


SAMUEL R. SHERMAN, M.D., Acting Chairman 
Joun Hunton, Acting Secretary 


PROPOSED CONSTITUTIONAL 
AMENDMENTS 


Five proposed amendments to the Constitution of 
the California Medical Association were presented 
at the 1958 House of Delegates. Under the terms of 
the Constitution, these proposed amendments must 
lie on the table for one year, or until the next regular 
session of the House of Delegates. Meanwhile, they 
must be published at least twice, in separate issues 
of the official journal. 

All members of the Association, and especially the 
members of the House of Delegates, will thus have 
the opportunity to review these proposals during the 
coming year. They will be presented to the 1959 
House of Delegates for vote, on which a two-thirds 
affirmative vote of those Delegates present and voting 
is required for passage. 
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SECRETARY- (TREASURER) 


Constitutional Amendment No. 1. 
Author: Donald D. Lum. 
Representing: The Council. 


Resolved, That Article VI, Section 1, of the 
Constitution be amended by deleting the term 
“.Treasurer” from the present term “Secretary- 
Treasurer” so that the named officer shall be known 
as “Secretary.” 


REPRESENTATION IN HOUSE OF DELEGATES 


Constitutional Amendment No. 2. 
Author: Sam J. McClendon. 
Representing: Constitution Study Committee. 


Resolved, That Article III, Part A, Section 2, of 
the Constitution of the California Medical Associa- 
tion be amended by deleting the words shown in 
parentheses below, so that the section shall read as 
follows: 

Section 2—Representation 

As the By-Laws shall provide, each component 
society shall be entitled to proportionate representa- 
tion in the House of Delegates (but with a minimum 
of two delegates). 


REPRESENTATION ON THE COUNCIL 


Constitutional Amendment No. 3. 
Author: Sam J. McClendon. 
Representing: Constitution Study Committee. 


Resolved, That Article III, Part B, Section 9, of 
the Constitution be amended in subparagraph (a) 
by deleting the words shown in parentheses below 
and adding the words shown below in italics, so that 
subparagraph (a) shall read as follows: 

(a) Each Councilor District, as specified in this 
Constitution, shall be entitled to one Councilor for 
each 1,000 active members, or major fraction there- 
of, according to its membership as of the first day 
of (November) September of the preceding year; 
provided that each Councilor District shall be en- 
titled to a minimum of one Councilor. 


7 7 7 


DELEGATES FROM SECTIONS 


Constitutional Amendment No, 4. 
Author: A. B. Sirbu. 
Representing: San Francisco Medical Society. 


WueEreEas, The scientific sections constitute an im- 
portant part of the structure of the C.M.A.; and 
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Wuereas, The sections are not represented in the 
legislative body of the C.M.A., the House of Dele- 
gates; and 

Wuereas, The sections of the A.M.A. have for 
many years been represented in its House of Dele- 
gates; and 

Wuereas, Each section of the C.M.A. has much 
to contribute toward policy making, both in the 
scientific and the economic phases of medicine; 
now, therefore, be it 


Resolved, That each section of the C.M.A. be 
entitled to send one delegate with full voting rights 
to the House of Delegates of the C.M.A.; and be it 
further 


Resolved, That the C.M.A. Constitution be 
amended to allow for such representation as follows: 
Article III, Section 1 amended by the addition of 
(e) Delegates elected by each scientific section as 
listed in Chapter IV, Section 1-a of the By-Laws. 


7 7 v 


CONSIDERATION OF CONSTITUTIONAL 
AMENDMENTS 


Constitutional Amendment No. 5 
Author: W. S. Lawrence. 
Representing: Butte-Glenn Medical Society. 


Wuereas, Any amendment to the Constitution 
should be for the greatest good of the Association; 
and 


Wuereas, The most recent amendment to the Con- 
stitution which eliminates the Councilors-at-Large 
was passed without prior hearings in the appropriate 
reference committee during any regular session of 
the Association; and 

Wuereas, This action has denied interested dele- 
gates the opportunity to meet, exchange views, dis- 
cuss the ramifications and evaluate the appropriate- 
ness of the Amendment to meet its purpose; and 


Wuereas, The proponents of the amendment 
would be the last to feel the necessity to press such 
an action through the House of Delegates without 
adequate consideration; now, therefore, without 
prejudice to the previous amendment, be it 


Resolved: That Article VIII, Section 3, Para- 
graph 2 of the Constitution be amended by addition 
of the following: 


“Further, such proposed amendment or amend- 
ments shall be referred to the appropriate Reference 
Committee who shall hold hearings on the proposed 
amendment or amendments during the course of its 
regular business while the Association is in conven- 
tion. If the proposal or proposals are introduced 
during the first session of the House, hearings shall 
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be held at both the current and the next regular 
meeting. If the proposal or proposals are introduced 
during the second session, hearings shall be held at 
the next meeting, and in either event, prior to sub- 
mission to the House of Delegates for vote. 


BY-LAW AMENDMENT OFFERED 


One By-Law amendment was offered at the April 
session of the House of Delegates by Reference Com- 
mittee No. 4, the committee to consider proposed 
amendments to the Constitution and By-Laws. Since 
all proposed amendments to the By-Laws are re- 
quired to lie on the table for 24 hours before being 
acted upon, this amendment must await the next 
regular session of the House of Delegates before it 
can be voted upon. The proposed amendment to the 
By-Laws reads as follows: 


AMENDMENT TO BY-LAWS | 


By-Law Amendment No, 1. 
Author: J. B. Price. 
Representing: Reference Committee No, 4. 
Resolved, That Chapter VII, Section 1, of the 
By-Laws be amended as follows: 


First, delete subsection {b) and insert 


“(b) Commission on Public Health, responsible 
for the activities of and through which the following 
standing committees shall report: 


1. Committee on Rural and Community Health, 
2. Committee on School Health, 

3. Committee on Mental Health, 

4. Committee on Industrial Health. 

“(c) Commission on Public Agencies, responsible 


for the activities of and through which the follow- 
ing standing committees shall report: 


1. Committee on Military Affairs and Civil De- 
fense, 


. Committee on State Medical Services, 
. Committee on Veterans Affairs, 
. Committee on Other Professions, 
. Committee on Blood Banks, 
6. Committee on Allied Health Agencies. 
Secondly, re-letter the following subsections from 
(c) to (d) through (1). 


Except as herein amended, said Chapter VII, 
Section 1, shall remain unchanged. 


In Memoriam 


Exter, Donatp J. Died in Pasadena, September 20, 1958, 
aged 39. Graduate of the University of Southern California 
School of Medicine, Los Angeles, 1943. Licensed in Calli- 
fornia in 1943. Doctor Exter was a member of the Los 
Angeles County Medical Association, 


+ 


Ferree, ArtHurR C., Died in Fullerton, September 4, 1958, 
aged 40, of heart disease. Graduate of the University of 
California School of Medicine, Berkeley-San Francisco, 
1943. Licensed in California in 1947, Doctor Ferree was a 
member of the Orange County Medical Association. 


+ 


LemereE, Henry Bassett. Died at Laguna Beach, October 
6, 1958, aged 86. Graduate of the University of Nebraska 
College of Medicine, Omaha, 1898, Licensed in California 
in 1927. Doctor Lemere was a retired member of the Los 
Angeles County Medical Association and the California 
Medical Association, and an associate member of the 
American Medical Association. 


* 


MERRILL, RatpH E, Died in Glendale, September 2, 1958, 
aged 63, of hepatic failure. Graduate of Harvard Medical 
School, Boston, Massachusetts, 1920. Licensed in California 
in 1927. Doctor Merrill was a member of the Los Angeles 
County Medical Association. 
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Morritt, JoHN A. Died in Arcadia, September 24, 1958, 
aged 62, of carcinoma of the pancreas with metastasis, Grad- 
uate of the University of Louisville School of Medicine, 
Kentucky, 1921. Licensed in California in 1938, Doctor 
Moffitt was a member of the Los Angeles County Medical 
Association. 


+ 


S1eceL, Morton T. Died in Covina, September 14, 1958, 
aged 36, of heart disease. Graduate of Ohio State University 
College of Medicine, Columbus, 1951. Licensed in California 
in 1952. Doctor Siegel was a member of the Los Angeles 
County Medical Association. 


+ 


Stevenson, ArtHurR P. Died in Torrance, September 27, 
1958, aged 73. Graduate of Ensworth Medical College, St. 
Joseph, Missouri, 1907. Licensed in California in 1921. 
Doctor Stevenson was a retired member of the Los Angeles 
County Medical Association and the California Medical 
Association, and an associate member of the American 
Medical Association. 


+ 


TuHompson, JoHN M. Died October 3, 1958, aged 47, of 
cancer, Graduate of the University of Cincinnati College of 
Medicine, Ohio, 1941. Licensed in California in 1947. Doc- 
tor Thompson was a member of the Los Angeles County 
Medical Association. 





Cahforma Medical Association 


1959 


Annual Session 


SAN FRANCISCO * FEBRUARY 22-25 


General Scientific Meetings - Postgraduate Courses 
Technical Exhibits + Scientific Exhibits 


Medical Motion Pictures 


President’s Dinner Dance 
Tuesday, February 24 * Garden Court, Sheraton-Palace Hotel 


House of Delegates 
Sunday, February 22 * Wednesday, February 25 


Registration Daily 
8:30 a.m. to 5:30 p.m. ... No Registration Fee 


PLEASE MAKE HOTEL ROOM RESERVATIONS ONLY THROUGH C.M.A. OFFICE IN SAN 
FRANCISCO. USE RESERVATION REQUEST FORM ON PAGE 378. 
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POSTGRADUATE 
COURSES 


during 


C.M.A. ANNUAL SESSION 
February 21 to 24,1959 + San Francisco 


California Medical Association in cooperation 
with the Medical Schools of STANFORD UNIVERSITY 
and UNIVERSITY OF CALIFORNIA, San Francisco, will 
present five Postgraduate Courses during the Annual 
Session in February. These Courses, to be held in 
the Medical Schools, will be clinically oriented and 


will include case presentations. 


You are invited to select the subject in which you 
are most interested, follow that Course, and make 
the 1959 Session the “Postgraduate Session with a 
Purpose”—time and money well spent. 


Look for the program on orange colored paper, 
giving complete details, which will arrive in your 
office in January. 


e By STANFORD UNIVERSITY SCHOOL 
OF MEDICINE 


1. TREATMENT OF HERNIA—9 hours. Spon- 
sored by the CMA Sections on General Practice 
and Surgery. 

Time: Sunday, Monday, Tuesday, February 22, 23, 
24, 1959—9:00 a.m. to 12:00 noon. 

Place: Stanford University Hospital. 

Fee: $25.00. 


. NEUROLOGY FOR PHYSICIANS—12 hours. 


Sponsored by C.M.A. Sections on General Prac- 
tice and Neurology. 


Time: Saturday and Sunday, February 21, 22, 
1959—9:00 a.m. to 12:00 noon and 1:00 to 4:00 
p.m. 

Place: Stanford University Hospital. 

Fee: $35.00. 


. OPHTHALMOLOGY—4 hours. Sponsored by 


C.M.A. Section on Ophthalmology. 


Time: Saturday, February 21, 1959—9:00 a.m. to 
1:00 p.m. 


Place: Stanford University Hospital. 
Fee: $10.00. 


e By UNIVERSITY OF CALIFORNIA SCHOOL 
OF MEDICINE 


. FAMILY ENDOCRINOLOGY—9% hours. Spon- 


sored by C.M.A. Sections on General Practice, 
Internal Medicine, Pediatrics and Obstetrics and 
Gynecology. 


Time: Sunday, February 22, 1959—9:00 to 12:30 
p.m. and 2:00 to 5:00 p.m. 
Monday, February 23, 1959—9:00 to 12:00 noon. 
Place: University of California Medical Center. 
Fee: $25.00. 


. MEDICINE IN THE JET AND SPACE AGE— 


7 hours. 


Time: Sunday, February 22, 1959—9:00 a.m. to 
12:30 p.m. and 1:30 to 5:00 p.m. 


Place: University of California Medical Center. 
Fee: $15.00. 


APPLICATION FOR ENROLLMENT 


Mail to: POSTGRADUATE ACTIVITIES, CALIFORNIA MEDICAL ASSOCIATION 
2975 Wilshire Boulevard, Los Angeles 5, California 


With check or money order in the amount of $ 


made payable to the 





CALIFORNIA MEDICAL ASSOCIATION. 


Name 





Address 


I am in General Practice 





Medical School attended 





. Ophthalmology . 


. Treatment of Hernia . ‘ 
. Medicine in the Jet and Suece Awe. 
. Family Endocrinology . 
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Bi Reni inny sasetiees tse 


Year of graduation 


. Saturday, February 21,1959 . . . eee 
. Neurology for Physicians it in Practice . Saturday, Sunday, February 21, 22, 1959 air gen f 
. Sunday, Monday, Tuesday, February 22, 23, 24, 1959 3 
. Sunday, February 22, 1959 — ‘ 
. Sunday, Monday, February 22, 23, 1959 P 


$35.00 | 
$25.00 ! 
$15.00 1 
$25.00 | 





APPLICATION Eighty-eighth Annual Session 
FOR HOUSING CALIFORNIA MEDICAL ASSOCIATION 


ACCOMMODATIONS San Francisco, California 
FEBRUARY 22-25, 1959 


FOR YOUR CONVENIENCE in mak- 
ing hotel reservations for the coming 
meeting of the California Medical 
Association, February 22 to 25, 1959, 
San Francisco, hotels and their rates 
are at the right. Use the form at the HOTEL ROOM RATES * 
bottom of this page, indicating your 
first and second choice. Because of the SHERATON-PALACE Single Twin Beds Suites 
limited number of single rooms avail- aoe 

. arket a 
cleat aatiaveaminoet New Montgomery... 850-1600  12.50-2000 _20.00-100.0 
if your request calls for rooms to be FAIRMONT 
occupied by two or more persons. All 
requests for reservations must 
give definite date and hour of MARK HOPKINS 
arrival as well as definite date 999 California 14.00-18.00  18.00-22.00 32.00- 60.00 
and approximate hour of depar- 
ture; also names and addresses of ST. FRANCIS 
all occupants of hotel rooms must Powell at Geary 10.00-22.00 15.00-24.00 26.00- 75.00 
be included. 


950 Mason 12.00-20.00 16.00-24.00 37.00- 66.00 


SIR FRANCIS DRAKE 


ea ansenentigeins ny etalinga 450 Powell 10.00-14.00 15.00-20.00 32.00- 40.00 


RECEIVED BEFORE: FEBRUARY 1, 1959 


Note: The House of Delegates will convene at 
the Sheraton-Palace Hotel; all Scientific Sessions *The above quoted rates are existing rates but are subject to any change which 
and Exhibits will be at the Civic Auditorium. be made in the future. 


CALIFORNIA MEDICAL ASSOCIATION 
450 Sutter Street—Room 2000 
San Francisco 8, California 


Please reserve the following accommodations for the 88th Annual Session of the California Medical Association, in San Fran- 
cisco, February 22 to 25, 1959. 


Single Room $ Twin Bedded Room $ 

Small Suite $ Large Suite $ 

First Choice Hotel 

ARRIVING AT HOTEL (date) Hotel reservations will be held until 
Leaving (date) Weise PDR cseicnisrsec P.M. \ 6:00 P.M., unless otherwise notified 
THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each twin- 


bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the 
rooms asked for: 
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PUBLIC HEALTH REPORT 


MALCOLM H. MERRILL, M.D., M.P.H. 
Director, California State Department of Public Health 


RECOMMENDATIONS for the control of staphylococcal 
infections in hospitals were proposed at a mid-Sep- 
tember national conference in Atlanta, Georgia, 
sponsored by the U. S. Public Health Service and 
the National Research Council. 

The Conference, made up of delegates from 59 
professional organizations, recommended: 


1. The organization of infection control commit- 
tees in all hospitals, vested with sufficient authority 
to investigate infections and to establish and enforce 
hospital policies. As a necessary supplement, it was 
also recommended that similar control committees 
be formed by local medical societies, with repre- 
sentatives from the medical, nursing and house- 
keeping staffs of all hospitals in the area. 


2. Use of an “infection log” in which all infec- 
tions are classified and pertinent data recorded. 


3. A plan for excluding from contact with pa- 
tients all personnel who have boils or other active 
staphylococcal lesions or who are known to be car- 
riers of dangerous and epidemic strains. 


4. A local plan for establishing criteria on the 
discriminate use of antibiotics in medical and surgi- 
cal treatment. Routine use of antibiotics to prevent 
possible infection in patients was considered highly 
undesirable. 


5. Isolation of infectious patients, particularly 
those with pulmonary and skin infections, even if 
this means expanding isolation facilities. 


6. Special precautions in the nurseries for the 
newborn, such as elimination of overcrowding and 
the maintenance of rigid sanitary standards. 

7. Development of intensive and continuous train- 
ing programs for professional and sub-professional 
members of hospital staffs. 


8. Strengthening of laboratory services and ex- 
pansion of research. 


Conference delegates agreed that the drug-resist- 
ant infection is now a problem in practically all 
hospitals throughout the world. Serious epidemics, 
although infrequent, have cropped out unexpectedly 
in many hospitals. Usually starting in surgical wards 
and in nurseries for newborn infants, the disease is 
spread throughout the hospital and out into com- 
munities by these patients, many of whom show no 
symptoms until after they leave the hospital. 
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Fear of causing public alarm which might deter 
persons from seeking needed hospital care has 
caused some hospitals to attempt to hide their prob- 
lem. However, hospital administrators who attended 
the conference reported a growing awareness that 
open recognition of the problem will contribute to 
its control. 

Conference recommendations followed closely the 
control methods adopted earlier this year by repre- 
sentatives of the California Medical Association, the 
California Hospital Association and the State Health 
Department. 

7 7 7 


Under the leadership of C. Hunter Shelden, M.D., 
chairman of the Medical Division, an outstanding 
program was presented for the physicians who at- 
tended the Governor’s Traffic Safety Council in Sac- 
ramento. 

Physicians from all over California and from 
other states participated in the discussions and made 
recommendations to the Governor regarding medical 
aspects of traffic accident and injury prevention. 

Physicians recommended that: 

1. A special licensing program for ambulance 
drivers be instituted to include examination in the 
adequate care of the injured, and that basic first 
aid equipment be carried in all ambulances. 


2. Ambulances be required to operate within the 
normal traffic regulations, including speed limits, in 
all but exceptional instances, in which case a written 
report must be made to the law enforcement agency. 


3. The administration of tests for alcohol in the 


blood be further studied. 


4. A committee be established to study and pos- 
sibly revise regulations governing licensing of 
drivers with a history of attacks of unconsciousness 
or seizures. 


5. Organized medicine and appropriate state 
agencies cooperate in providing uniform standards 
for fitness to operate commercial and private ve- 
hicles in California. 


Highlighting the program this year were a series 
of presentations on crash injury research, which 
demonstrated clearly the value of safety features 
which are now available for new automobiles and 
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which, in some instances, can be incorporated in 
older models. 
in, 9202 8 


The health effects of air pollution will be dis- 
cussed at the National Conference on Air Pollution 
in Washington, D.C., November 18-20. The Con- 
ference, a U. S. Public Health Service program 
authorized by Congress in 1957 has been arranged 
as part of a five-year program of research and 
technical assistance to the states on the growing 
smog problem. 

It is hoped the Conference will result in wide- 
spread public understanding of the importance and 
complexity of the smog problem and bring forth a 
unified ten-year plan of action, setting up specific 
goals and outlining steps necessary to achieve them, 
both in research and control activities. 

The State Health Department will participate ac- 
tively in the many group meetings, which will con- 
sider the extent of air pollution, sources of air 
pollution, health effects, economic and social effects 
and control methods and procedures. 


if 7 ? 


The reported incidence of paralytic poliomyelitis 
in California increased somewhat during September, 
with 40 reported cases as compared with 15 in 


August and 23 in July. Thirty cases were reported 
in September last year. However, the total incidence 
for the current year is still well below previous 
years. 

Total paralytic cases this year number 130, com- 
pared with 196 last year, 1,082 in 1956 and 711 
in 1955. Of a total of 96 cases for which there are 
case histories, one-third were in children under five 
years of age, and another third were in adults over 
the age of 20. In 72 per cent of the cases in children 
under five years of age the patients had not re- 
ceived poliomyelitis vaccine before the onset of 
disease. Eighty-two per cent of the adults over 20 
had never been vaccinated. 


vane ye ay 


The aseptic meningitis syndrome continues to be 
reported from many areas of the state. Reports from 
the Viral and Rickettsial Disease Laboratory indi- 
cate that many of these cases are of unknown cause. 
However, mumps, Coxsackie B group, and occa- 
sional ECHO type viruses have been found to be 
associated with a number of these cases. As yet the 
only outbreak in which a single agent was identified 
was the Pasadena outbreak earlier this summer in 
which Coxsackie B5 was found in association with 
many of the cases. 
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MAN 


MILITARY 


TO THE CALIFORNIA MEDICAL ASSOCIATION 
«Aue ‘Your Auxiliary Officers 


WE PRESENT TO YOU the second edition in a series 
of thumbnail sketches and photographs of officers 
of the Woman’s Auxiliary to the California Medical 
Association. 

The district councilors of our 11 districts are im- 
portant to the coordination of our program. They 
help to unify the activities of the 34 counties that in 
turn give strength to the state auxiliary efforts. 

To give additional continuity and effectiveness, 
the president-elect of the state Auxiliary acts as 
the chairman of district councilors. 
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FIRST DISTRICT COUNCILOR. Mrs. Ernest Doud has 
served in many capacities on the board of the San 
Diego County Auxiliary. This is 

her second year as councilor of 

the First District. 


A busy family, two teen-age 
boys with varied hobbies and 
interests, adds zest to her life 
and value to the Auxiliary pro- 
gram. 


Dr. Doud, an avid philatelist, Mrs. Doud 
keeps the entire family busy 

drying and sorting stamps while he practices anes- 
thesiology in their home city of San Diego. 


bf 7 7 


SECOND DISTRICT COUNCILOR. As a past president 

of the San Bernardino County Auxiliary and chair- 
man of Today’s Health maga- 
zine on the state board last year, 
Mrs. Frederick Hull is well qual- 
ified to work with the counties 
in District Two. 


Daughter Nancy entered Ste- 
phens College this fall and son 
Stephen is in junior high school. 
Husband “Fred” is an ophthal- 
mologist in San Bernardino. 

In addition to her Auxiliary work Mildred devotes 
a great deal of time to civic and hospital activities. 


oN 


Mrs. Hull 
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THIRD DISTRICT COUNCILOR. A second year coun- 
cilor, Mrs. Paul L. Saffo is aware of all phases of 
the Auxiliary and its value to 
the medical association pro- 
gram, having had a background 
in the Los Angeles County Aux- 
iliary for a number of years, as 
well as foreign travel and edu- 
cation. 

Efficiency and dispatch are 
her watchwords and loyalty and 
friendliness her creed. A teen- 
ette daughter, a young five-year-old man-child and 
husband Paul who is in general practice in Ingle- 
wood, enjoy all phases of outdoor living on their 
Rolling Hills estate. 

t ? 7 
FOURTH DISTRICT COUNCILOR. Mrs. Angus C. Mc- 
Donald, a past chairman of the Southeast District 
of the Los Angeles County Aux- 
iliary, has held numerous offices 
on the county board. 

Her experience as head of the 
speech department of the Hunt- 
ington High School and her in- 
terest in all phases of auxiliary 
activities make her a real asset 
as a district councilor. 

Two married children and a 
few “precious” grandchildren keep her and Doctor 
McDonald (who practices in Highland Park) busy. 


? 7 


FIFTH DISTRICT COUNCILOR. Beginning her second 
year as councilor of the Fifth District, Mrs. Verrill 
Findlay brings the experience 
and insight that she has gained 
from her associations on the 
state level and as past president 
of Santa Barbara County to 
the counties in the Fifth Dis- 
trict. A daughter, Nancy, was 
graduated from Lake Forest Col- 
lege in June. The Findlays have 
have a lovely home in Santa 
Barbara, where Dr. Findlay practices urology. 


Mrs. Saffo 


Mrs. McDonald 


Mrs. Findlay 
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SIXTH DISTRICT COUNCILOR. Service on numerous 
committees on the state level and as state corre- 
sponding secretary in 1954-55 
prepared Mrs. Jack Hayes for 
the extra heavy duties of coun- 
cilor of the Sixth District. Dis- 
trict Number Six consists of 11 
county auxiliaries in a wide 
area. The family hobbies of golf 
and travel have been interrupted 
on many occasions by auxiliary 
duties. 

Dr. “Jack” Hayes is a native son of Bakersfield 
and in addition to joining Virginia and their son 
and daughter in their hobbies, he also practices 
there. 


Mrs. Hayes 


7 7 7 


SEVENTH DISTRICT COUNCILOR. Serving a second 
year as district councilor of the Seventh District, 
Mrs. Albert Miller proves that a 
busy person is the one to whom 
you give additional duties. 

Mother of two sons and a 
daughter, Mrs. Miller follows 
the traditional pattern of P.T.A., 
Girl Scouts, etc. and continues 
to indulge her musical talents, 
sharing her time with the San 
Mateo Auxiliary and with the 
newly organized San Mateo Auxiliary trio. 

Dr. Miller practices in San Mateo and shares in 
the family hobbies and fun. 


Mrs. Miller 
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EIGHTH DISTRICT COUNCILOR. A little dynamo 
named Charlena Custer—“Charlie” to all of us— 
wife of Dr. Lawrence Custer, is 
councilor for the Eighth Dis- 
trict. A former member of the 
New York State Board of Edu- 
cation, a member of the Coun- 
cil for Social Planning and dur- 
ing World War II a captain in 
the Army Nurse Corps, she came 
to us well prepared to fill the 
numerous county and state Aux- 
iliary offices that she has filled since making San 
Francisco her home. 

Boating is the latest hobby the Custers are enjoy- 


Mrs. Custer 


ing. Dr. “Larry” Custer is an active county medical 
association member and practices in San Francisco. 


7 z 7 


NINTH DISTRICT COUNCILOR. The Ninth District has 
been fortunate indeed to have Mrs. Kaho Daily as 
councilor for a second term. 
Previously she held many other 
offices in the Contra Costa 
County Auxiliary, including 
that of president. Her good 
judgment and friendly attitude 
have endeared her to the dis- 
trict. Three lovely daughters 
and four beautiful grandchil- 
dren keep the Dailys busy, and 
their home in Pleasant Hills is always a welcome 
retreat. 
Dr. Daily practices in Richmond. 


? 7 £ 


TENTH DISTRICT COUNCILOR. Mrs. George Jaffrey, 
an active and consistent officer in the Santa Rosa 
Auxiliary, was county president 
in 1956-57 and this year was 
elected by the Tenth District as 
councilor. Anne is well equipped 
with technical skill and with an 
innate charm that endears her 
to all of the members in the dis- 
trict. Daughter Martha, 15, and 
son David, 17, share with Dr. 
and Mrs. Jaffrey a delightful 
home in the wooded hills of Santa Rosa, where Dr. 
Jaffrey is a radiologist. 
7 ¢ 7 


ELEVENTH DISTRICT COUNCILOR. A charter member 
of the Yuba-Sutter-Colusa Auxiliary, its first presi- 
dent in 1950-51 and elected for 
another term in 1953-54, Mrs. 
William Vasquez has a working 
knowledge of the aims and pur- 
poses of auxiliary activities. It 
was a natural consequence that 
she should be elected to repre- 
sent her district as councilor. 

Three young boys in addition 
to civic and cultural activities in 
Yuba City, where Dr. Vasquez is practicing, keep 
Rachael extra busy. 


Mrs. Daily 


is: Jaffrey 


Mrs. Vasquez 
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NEWS & NOTES 


NATIONAL + STATE - COUNTY 


LOS ANGELES 


Appointment of Dr. Samuel I. Rapaport as associate 
professor of medicine in the University of Southern Cali- 
fornia School of Medicine was announced recently by Dr. 
Clayton G. Loosli, dean. 


Dr. Rapaport returned to his alma mater from the UCLA 
medical school, where he has been on the faculty three 
years. Previously he was on the Southern California medical 
school faculty seven years in the physiology department. 
He spent the year 1953-54 as a Fulbright research scholar 
in hematology at the University of Oslo School of Medicine. 


* % * 


The eleventh annual mid-winter radiological confer- 
ence, sponsored by the Los Angeles Radiological Society, 
will be held at the Statler Hotel, Los Angeles, Saturday 
and Sunday, January 31 and February 1, 1959. The guest 
speakers will be: Dr. Peter Kerley and Dr. D. W. Smithers, 
London, England; Dr. F. N. Silverman, Cincinnati, and Dr. 
A, Finkelstein, Philadelphia. 


Further information may be obtained from Dr. Chester 
P. Bonoff, 1930 Wilshire Boulevard, Los Angeles 57. 


SACRAMENTO 


The second annual lecture honoring the volunteer 
medical staff of the Sacramento County Board of Super- 
visors. 


Dr. Fred L. Soper will deliver a lecture on “The Role 
of the World Health Organization in Disease Eradication” 
at the Kit Carson Junior High School Auditorium on Thurs- 
day, December 4, at 8:30 p.m. Dr. Soper is Director of the 
Pan American Sanitary Bureau, Regional Office of the 
World Health Organization. He has had long experience in 
the field of public health beginning in 1920 with the Inter- 
national Health Division of the Rockefeller Foundation 
working on hookworm, yellow fever, and malaria. 


The first lecture was given by Doctor Paul Dudley White 
in January of this year, and it is the plan of the Board of 
Supervisors to continue to sponsor an annual lecture in 
honor of volunteer physicians who contribute much time 
and effort to the care of the medically indigent of the com- 
munity. 


SAN FRANCISCO 


The American College of Allergists graduate instruc- 
tional course and fifteenth annual congress will be held 
March 15-March 20, 1959, in the Mark Hopkins Hotel, San 
Francisco. Further information may be obtained from Dr. 
John D. Gillaspie, treasurer, 2049 Broadway, Boulder, Colo- 
rado. 

* a ok 


Dr. Seymour M. Farber has been named an assistant 
dean of the University of California School of Medicine, 
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San Francisco. His appointment was announced recently 
by Dean J. B. deC. M, Saunders. 


Postgraduate medical education will be Dr. Farber’s area 
of special responsibility. He has been head of the continu- 
ing education program in medicine and the health sciences 
at the U.C. Medical Center since 1955. He is also associate 
clinical professor of medicine and chief of the U.C. chest 
service at San Francisco General Hospital. 


* * * 


A Postgraduate Course in Diseases of the Chest, 
sponsored by the American College of Chest Physicians, 
will be given in San Francisco February 16 through 20, 
1959, at the Sir Francis Drake Hotel. 


Further information may be obtained from the American 
College of Chest Physicians, 112 East Chestnut Street, 
Chicago. . 


GENERAL 


New officers were elected to head the California Acad- 
emy of General Practice when the group held its Tenth 
Annual Scientific Assembly at the Masonic Temple in San 
Francisco October 5-8, The meeting was attended by over 
2,400 doctors and their wives. 


Dr. Carroll B. Andrews of Sonoma was installed as pres- 
ident, succeeding Dr. Antonio J. Franzi of San Francisco. 
Dr. Leon O. Desimone of Los Angeles was named president- 
elect. 


Other officers elected were Dr. Joseph W. Telford, San 
Diego, delegate to the American Academy of General Prac- 
tice; Dr. Horace F. Sharrocks, Sebastopol, alternate. Re- 
elected were Dr. Burt L. Davis, Palo Alto, speaker of the 
Congress, and Dr. Ralph L. Bennett, Los Angeles, vice- 
speaker. 

oe Ok * 


The National Institute of Mental Health is offering grant 
support for a training program for general practition- 
ers and other physicians engaged in the practice of medi- 
cine other than psychiatry. Funds are available during the 
current year (fiscal year 1959) for these grants, and train- 
ing institutions may submit applications at any time. 


The program has two purposes: (1) to foster the develop- 
ment of postgraduate training in psychiatry for prac- 
titioners who wish to increase their psychiatric knowledge 
yet continue in their present field, and (2) to provide sup- 
port at an adequate level for psychiatric residency training 
for physicians in practice who wish to become psychiatrists. 

Grant support for the first purpose is being offered to 
medical schools, hospitals, clinics and medical and psychi- 
atric societies for the development and expansion of such 
postgraduate training. Physicians interested in this type of 
training should apply to one of the institutions which have 
or are developing such training opportunities. 


For the second purpose, training stipends up to $12,000 
a year are available, the level of payment to be determined 
by the training institution, which will also make the award 
to the individual physician. The National Institute of Men- 
tal Health will make awards of grants for this purpose to 
the training institutions and not to individuals. Physicians 
seeking support for this kind of training should apply to 
institutions approved for psychiatric residency training. 

Further information about the program may be obtained 
by communication with Dr. Seymour Vestermark, chief of 
the training branch of the National Institute of Mental 
Health, Bethesda 14, Maryland. 


383 





POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Obstetrics and Gynecology. Thursday, Friday and Sat- 
urday, November 20, 21 and 22, Eighteen hours, Fee: 
$50.00. 


Current Concepts in Peripheral Vascular Disease. 
Friday and Saturday, December 5 and 6. Fifteen hours. 
Fee: $50.00. 


Fractures, Friday and Saturday, December 12 and 13. 
Twelve hours. Fee: $40.00. 
Physiological and Clinical Consideration of: 
Endocrine System. Wednesday, December 3, 1958. 
Six hours.¢ 
Gastrointestinal Tract. Wednesday, December 17, 
1958. Six hours. 
Respiration. Wednesday, January 7, 1959. Six hours.t 
Kidney. Wednesday, January 21, 1959. Six hours.t 
Nervous System. Wednesday, February 4, 1959. Six 
hours. 


Advanced Electrocardiography. Mondays, February 9 
to March 23. Twelve hours. Fee: $50.00. 


Clinical Traineeships — Anesthesia and Dermatol- 
ogy. Dates by arrangement. Minimum period—two 
weeks, Fee: Two weeks, $150.00; four weeks, $250.00. 


Contact: Thomas H. Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 7114. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


External Diseases of the Eye and Its Adnexa. 
Wednesday through Saturday, December 3 through 
December 6. Twenty-three hours. Fee: $65.00. 


Disturbances in Gastrointestinal Motility. Sunday 
through Tuesday, December 7 through 9. Twenty hours. 
Fee: $40.00. 


Advances in Public Health Nursing. Thursday Eve- 
nings, January 15 to March 5. Sixteen hours. Fee: 
$15.00. 


Postgraduate Clinics in Dermatology. Friday and Sat- 
urday, January 16 and 17. Fourteen hours. Fee: $40.00. 


Adolescents (Children’s Hospital). Saturday, January 
24. Seven hours.* 


tFee: $20.00 each or $80.00 for all five courses. 
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Pharmacologic Approach to the Study of the Mind. 
Sunday through Tuesday, January 25 through 27, 1959. 
Twenty-one hours.* 


Course for Physicians in General Practice (Mount 
Zion Hospital). Monday through Thursday, February 2 
through February 5. Twenty-eight hours.* 


Advances in Psychiatric Nursing. Thursday evenings, 
March 12 through April 30. Sixteen hours. Fee: $15.00. 


Diagnostic Radiology. Friday through Tuesday, March 
20 through March 24.7 


Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month. Fee: $350.00. 


Contact: Seymour M. Farber, M.D., Head, Continuing 
Medical Education, University of California Medical 
Center, San Francisco 22. MOntrose 4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL OF MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: D. H. Pischel, M.D., Professor, Division of 
Ophthalmology, Stanford University School of Medicine, 
2398 Sacramento St., San Francisco 15. 


UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m., USC Medical Research Building, 
Room 211, 2025 Zonal Avenue. Residents and interns 
of Los Angeles County, and all armed forces medical 
personnel admitted without fee.. Tuition for all other 
physicians $30.00. (Each session all-inclusive.) 


Basic Home Course in Electrocardiography. One year 
postgraduate series, electrocardiogram interpretation by 
mail. Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 


SPECIAL ANNOUNCEMENT: Last summer a post- 
graduate refresher course held in Hawaii was so suc- 
cessful that the USC School of Medicine will offer an- 
other refresher course in Hawaii and on board the S.S. 
Lurline from July 29 to August 14, 1959. (As a time 
and money saver, round trip air travel is also possible 


July 29 to August 10, 1959.) 


Contact: Phil R. Manning, M.D., Director, Postgraduate 
Division, University of Southern California School of 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 
5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


Audio-Visual Postgraduate Refresher Courses. 
Courses are made up of four or more half-hour lectures 
each, recorded on hi-fi magnetic tape and illustrated by 
35-mm. filmstrips or slides in full color, and adapted for 
use on any standard tape recorder and filmstrip or slide 
projector, automatic or manual. 


*Fees to be announced. 
+Fees and hours to be announced. 
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Contact: Paul D. Foster, M.D., chairman, Committee on 
Audio-Visual Courses, College of Medical Evangelists 
School of Medicine, 316 North Bailey St., Los Angeles 
33. 


GENERAL SURGERY AND SURGICAL SPECIAL- 
TIES. Full-Time Basic Science Course. Accredited 
by the American Board of Surgery. 


Surgical Anatomy—Thorax, Abdomen and Pelvis 
(27 periods, 121 hours), January 7 through April 15, 
1959. Tuition: $125.00. Head and Neck (14 periods, 
63 hours), April 22 through June 3, 1959. Tuition: 
$75.00. 


Surgical Anatomy—Thorax, Abdomen and Pelvis 
(14 periods, 28 hours), January 7 through April 15, 
1959. Tuition: $50.00. Head and Neck (12 periods, 
24 hours), April 22 through June 3, 1959. Tuition: 
$35.00. 


1959 Alumni Postgraduate Convention. Refresher 
Courses, March 8 and 9 at 1720 Brooklyn Avenue; 
Scientific Assembly, March 10, 11 and 12 at Biltmore 


Hotel. Contact: Walter Crawford, executive secretary, 
316 North Bailey Street, Los Angeles 33. 


Each Six Months. Anesthesiology (6 months, full- 
time). Vacancy occurs each six months. Limited to 2 
students, Tuition: $350.00. 

For information contact: Chairman: Committee on Post- 
graduate Medicine, College of Medical Evangelists, 
1720 Brooklyn Ave., Los Angeles 33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


POSTGRADUATE CIRCUIT COURSES 


West Coast Circuit in cooperation with College of Medi- 
cal Evangelists. Santa Maria, November 19; Ojai, No- 
vember 20. 


ANNUAL SESSION POSTGRADUATE COURSES 


BY STANFORD UNIVERSITY SCHOOL OF MEDICINE: 


Ophthalmology. 4 hours. Saturday, February 21, 9:00 
a.m. to 1:00 p.m. at Stanford University School of 
Medicine (Lane Hall). 


Neurology for Physicians. 12 hours, Saturday and Sun- 
day, February 21 and 22, 9:00 a.m. to 12 noon and 1:00 
p.m. to 4:00 p.m. at Stanford University Hospital. 


Treatment of Hernia. 9 hours. Sunday, Monday and 


Tuesday, February 22, 23 and 24, 9:00 a.m. to 12 noon 
at Stanford University Hospital. 


BY UNIVERSITY OF CALIFORNIA SCHOOL OF MED- 
ICINE: 


Medicine in the Jet and Space Age. 7 hours. Sunday, 
February 22, 9:00 a.m. to 12:30 p.m. and 1:30 p.m, to 
5:00 p.m. at University of California Medical Center. 

Family Endocrinology. 9 hours. Sunday, February 22, 
9:00 a.m. to 12 noon and 2:00 p.m. to 5:00 p.m. Mon- 


day, February 23, 9:00 to 12 noon at University of 
California Medical Center. 


POSTGRADUATE INSTITUTES—1959 


San Joaquin VALLEY CounrTIEs in cooperation with Col- 
lege of Medical Evangelists, March 19 and 20, Hotel 
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Fresno St., Fresno. 


SouTHERN CounTIEs in cooperation with University of 
California, San Francisco, April 23 and 24, Disneyland. 
Chairman: E. F. Cain, M.D., 200 N. Palm, Anaheim. 


West Coast Counti£s in cooperation with Stanford Uni- 
versity School of Medicine, May 14 and 15, La Playa 
Hotel and Golden Bough Theater, Carmel. Chairman: 
Chester G. Moore, Jr., M.D., 440 E. Romie Lane, Sa- 
linas. 


Nortu Coast Counties in cooperation with UCLA School 
of Medicine, June 5 and 6, Hoberg’s Ranch, Lake 
County. Chairman: Lee Zieber, M.D., 1177 Montgomery 
Dr., Santa Rosa. 


SACRAMENTO VALLEY COUNTIES in cooperation with Uni- 
versity of Southern California School of Medicine, June 
25, 26 and 27, Tahoe Tavern, Lake Tahoe, Chairman: 
Robert H. Quillinan, M.D., 616 Alhambra Blvd., Sacra- 


mento. 


Contact: One of the chairmen listed above, or Postgradu- 
ate Activities Office, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


7 7 ? 


Aupio DicEst Founpation, a nonprofit subsidiary of the 
C.M.A., now offers (on a subscription basis) a series of 
hour-long tape recordings designed to keep the physi- 
cian abreast of current happenings in his particular 
field. Composed of practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 


Aupto-DicEst plans to begin a new series of programs cov- 
ering the specialty of Anesthesiology. The first of these 
will be issued on November 1, 1958. Those wishing to 
be charter subscribers to this tape-recorded review of 
what is new and important in the field of Anesthesiology 
should write to Mr. Claron L. Oakley, Editor, 1919 
Wilshire Boulevard, Los Angeles 57, HUbbard 3-3451, 
for order form and further information. 

Contact: Claron L, Oakley, editor, 1919 Wilshire Blvd., 
Los Angeles 57. 
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NOVEMBER MEETINGS 


CaAuirorNiA Boarp oF Mepicat Examiners—Oral Exam- 
ination, November 15, San Francisco. Oral and Clinical 
Examination for Foreign Medical School Graduates, 
November 16, San Francisco. Contact: Louis E. Jones, 
M.D., 1020 N Street, Sacramento. 


SOUTHWESTERN Pepratric Society Dinner Meeting, Uni- 
versity Club, Los Angeles, 6:30 p.m., November 19. 
Contact: Robert Shirley, M.D., secretary-treasurer, 
11633 San Vicente Blvd., Los Angeles 49. 


Paciric Coast Fertinity Society, Annual Meeting, No- 
vember 20 through November 23, 1958. Hotel El Mira- 
dor, Palm Springs, California. Contact: Anah C. Wine- 
berg, M.D., secretary, 3120 Webster Street, Oakland 9. 
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SouTHERN CALIFORNIA SOCIETY OF GASTROENTEROLOGY 
Dinner Meeting, November 25, 6:30 p.m, at Los An- 
geles County Medical Association. Contact: S. Melin- 
koff, M.D., secretary-treasurer, U.C.L.A. Medical Cen- 
ter, Los Angeles 24. 


1959 MEETINGS 


DEPARTMENTS OF OTOLARYNGOLOGY OF THE COLLEGE OF 
MepicaL EvANGELIsts and UNIVERSITY OF SOUTHERN 
CauirorNIA ScHOoL oF MeEnpIcINE, jointly present a 
postgraduate course in “Reconstructive Surgery of the 
Nasal Septum and External Nasal Pyramid,” at White 
Memorial Hospital, Los Angeles. Sessions start Tues- 
day evening, January 6, through Friday, January 9, 
1959, and will resume Monday, January 12, ending noon 
Friday, January 16, 1959. Contact: Leland House, M.D., 
1720 Brooklyn Avenue, Los Angeles 33. 


SOUTHERN CALIFORNIA CHAPTER, AMERICAN COLLEGE OF 
Surceons Annual Meeting, January 16 through Janu- 
ary 18, Coronado Hotel, Coronado. Contact: Max R. 
Gaspar, M.D., secretary-treasurer, 211 Cherry Avenue, 
Long Beach 2. 


Lone Beach CANceR AND Heart Association Sympo- 
sium on Chest Diseases, co-sponsored by Long Beach 
TB and Health Association, January 21, Lafayette Ho- 
tel, Long Beach, 1:30 to 9:30 p.m. Contact: L. R. Ray- 
mond, executive director, Long Beach Heart Associa- 
tion, 2034 Pacific Avenue, Long Beach. 


WEsTERN Society FoR CiinicaL ReEsEARCH, January 29 
through January 31, Carmel. Contact: William N. Val- 
entine, M.D., secretary, U.C.L.A. Medical Center, Los 
Angeles 24. 


AtamMepbA-Contra Costa Mepicat AssociATION and the 
INsTITUTE FOR METABOLIC ReEsEARCH Seventh Annual 
Symposium on Metabolic Problems. All day, February 
9 through February 11, 1959. Auditorium, Highland- 
Alameda County Hospital, Oakland, California. Con- 
tact: L. W. Kinsell, M.D., director, Institute for Metabo- 
lic Research, 2701 14th Avenue, Oakland 6. 


American Co.iece oF Cuest Puysictans Fourth Annual 
Postgraduate Course on Diseases of the Chest, Febru- 
ary 16 through February 20, 1959. Sir Francis Drake 
Hotel, San Francisco, California. Contact: Executive 
director, American College of Chest Physicians, 112 
East Chestnut Street, Chicago 11, Illinois. 


CatirorniA Mepicat AssocrATION Annual Meeting, Feb- 
ruary 22 through February 25, 1959, Sheraton-Palace 
Hotel, San Francisco. Contact: John Hunton, executive 


secretary, 450 Sutter Street, San Francisco 8; or Ed 
Clancy, director of Public Relations, 2975 Wilshire 
Blvd., Los Angeles 5. 


AmericaAN COLLEGE oF ALLeERGIsTs, March 15 through 
March 20, Mark Hopkins Hotel, San Francisco, Con- 
tact: John D. Gillaspie, M.D., treasurer, 2049 Broadway, 
Boulder, Colorado. 


AMERICAN ORTHOPSYCHIATRIC AssOcIATION 36th Annual 
Meeting, March 30 through April 1, Sheraton-Palace 
Hotel, San Francisco, Contact: Donald Shaskan, M.D., 
chairman, Arrangements Committee, Veterans Admin- 
istration, 49 Fourth St., San Francisco 3. 


Los ANGELEs County Heart Association Workshop on 
Work Simplification Techniques for Physicians, Nurses, 
Occupational Therapists, Physical Therapists, Dieti- 
tians, Social Workers. April 7, 1959, Southern Califor- 
nia Gas Co., 810 South Flower Street, Los Angeles, 9 
a.m, to 4:30 p.m. Contact: Rea M. Schneider, M.D., 
Chairman, Heart of the Home Subcommittee, 660 S. 
Western Avenue, Los Angeles 5. 


AMERICAN ACADEMY OF PepiaTrics Spring Session, April 
13 to April 19, 1959, Sheraton-Palace Hotel, San Fran- 
cisco. Contact: Charles H. Cutler, M.D., state chairman, 
Northern California Chapter, 2615 I Street, Sacramento. 


AMERICAN COLLEGE OF PuysiciANs Meeting, Conrad Hil- 
ton Hotel, Chicago, April 20-24, 1959, Contact: Mr. 
E. R. Loveland, Executive Secretary, 4200 Pine Street, 
Philadelphia 4. 


CauirorniA Heart Association Annual Meeting, May 22 
through May 24, 1959. Scientific Session and Directors 
Meeting, Lafayette Hotel, Long Beach. Contact: J. Keith 
Thwaites, executive director, 1428 Bush Street, San 
Francisco 9. 


WeEsTERN BraNcH, AMERICAN Pusiic HEALTH AsSOCIA- 
TION Annual Meeting. June 1 through 5, Sheraton- 
Palace Hotel, San Francisco. Contact: Mrs. L. Amy 
Darter, secretary-treasurer, 2151 Berkeley Way, Berke- 
ley 4. 


Saint Joun’s Hospitau Postgraduate Assembly, Septem- 
ber 10 through 12, Saint John’s Hospital, Santa Mon- 
ica. Contact: John C, Eagan, M.D., director, Postgrad- 
uate Assembly, 1328 22nd Street, Santa Monica. 


WestTeRN InpDustRIAL MepicaL AssociATION ' Combined 
Meeting with Nurses, Safety Groups, Hygienists, Third 
Western Industrial Health Conference, October 2 and 
3, Statler Hotel, Los Angeles. Contact: A. C. Reming- 
ton, M.D., medical director, AiResearch Mfg. Co., 9851 
Sepulveda Blvd., Los Angeles 45. 
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